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for anxiety 


and tension in 


everygday practice 


nonaddictive, well tolerated, relatively nontoxic 
® well suited for prolonged therapy 
no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
© does not produce significant depression 
orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states, muscle spasm. 


THE ORIGINAL MEPROBAMATE ® 
Tranquilizer with muacle-relazant action 
DISCOVERED AND INTRODUCED 


BY) WALLACE LABORATORIES, New Brunswick, N. J. 


3-propanedtol dicarbamate— U. S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets, Usual dose: 1 or 2 tablets t.1.4, 


Literature and Samples Available on Request 


CM-3707-R3 
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tion should be deposited with the Secretary during the meetings, or sent to the New York 
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Papers read at the annual meetings become the property of the Association. Not all papers 
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the originals be lost in the mails 
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Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc 
tion as zine etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author, 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
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1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
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Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 
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Ruggedness, 
Dependability 
and 

Better Fidelity 


MODEL D 
Electroencephalograph 


All Steel Console 


Stainless Steel dial plates 
and table top 


No “B”’ batteries or wet batteries 
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MODEL FA-1 


Combined 
ECT-Stimulator 


Providing the advantages of both therapies 


write for particulars 
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ELECTRONIC CORP. 

for the medical profession, 
Telephone: MOhawk 9-26370 
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HYDROCHLORIDE 


10-(+ -dimethylamino-n-propy!)-phenothiazine hydrochloride 


Promazine Hydrochloride, Wyeth 


*Tredemork 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 

predictable, and potent action 

in controlling withdrawal symptoms. 

Often, in selected cases 

under the adequate supervision 

of the family physician, 

it may afford Rome control / 
of postalcoholic agitation and hyperactivity. 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

It may be administered intravenously, 
intramuscularly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request 


|. Figurelli, F.A. Indust. Med Surg. 25:376 (Aug.) 1956 
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the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfuliy treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 


e CONVULSIVE THERAPY—/full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FocaAL TREATMENT—wvilateral and bilateral 
MONO-POLAR TREATMENT—v0n-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 701! 
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PAINLESS SEDATION WITHOUT DRUGS 


as a prelude to psychotherapy 


SedAc, Reiter’s neurostimulator designed 
for use with Model RC-47D electrostimulator, 
provides a safe, soothing high frequency cur- 
rent which relaxes patients. The continued 
gentle stimulation, when adjusted to the 
patient’s sensory tolerance, has proven most 
valuable in psychotherapy. 

The SedAc can also be used asa preliminary 
sedative for ECT. With its use fear of treat- 
ment is quickly dispelled. The change-over to 
ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc 
treatment. As no preconvulsive barbiturate 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 

Available in a walnut case, the SedAc is 
priced at $77.50. 


REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.’ 


respiratory “.-.patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent.’’2 


“The most important [observation] is the elimination of 


hypoxia or anoxia.’” 


cardiovascular ‘“The arterial blood pressure is found to rise during the 
f [unmodified] electroshock. When the muscular spasms and the 

asphyxia are eliminated with the administration of succinyl- 


choline and oxygen, a slower and more even rise is noted; .. .’* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 


even rate.’’* 
orthopedic “ ..the occurrence of fractures and dislocations has been 


safety 


reduced to zero.”* 
“No fractures occurred in the group during therapy.”® 


over-all ‘Modification of electro-convulsive therapy with thiopental 


safety sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 


in our series of 7,500 treatments.”’! 


references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:154, 1955. 2. Nowill, 
W. K., Wilson, W., and Bordera, R.: A.M.A. Arch. Neurol. & Paychiat. 71:189, 1954. 2 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Aneatheaiology 15:623, 1954 
4. Holmberg, G., et al.; A.M.A. Arch. Neurol, & Paychiat, 72:73, 1954. 5. Wilaon, W. P, 
and Nowill, K.: ibid, 71:122, 1954. 


*ANECTINE’ Chloride brand Succinylcholine Chloride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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no pain... 
no memory... 


How much more humane is today’s 
pediatric surgical approach from the 
days when the child, filled with panic, 
was wheeled into the operating room. 
Pentothal Sodium, administered 
rectally, lets the child drop off into 

a dreamless sleep in his own room, 
awaken there afterward with no 
memory of the events between. 

Used as a basal anesthetic or as the sole 
agent in selected minor procedures, 
Pentothal Sodium by rectum is easy 

to prepare and can be used safely for a 


wide range of patients. 
Literature on request. Obbott 
Sodium 


(Thiopental Sodium, Abbott) 
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can bring patients 
ac “out of the corner’ 


hydrochloride 


methylphenidate hydrochloride CIBA 


provides needed stimulation. - . 
without euphoria or depressive rebound 


Ritalin has proved effective in awakening pa- 
tients to reality, even in “severe deteriorated 
chronic schizophrenia of long standing.”! The 
most responsive patients to Ritalin appear to be 
the true depressives (negative, withdrawn, dull, 
listless, apathetic)—without correlation to age or 
length of hospitalization.? On 10 to 40 mg. Ritalir. 
t.i.d., such patients become more amenable to 
therapy, suggestion, and social participation.” 


1. Leake, C. D.: Ohio M. J. $2:369 (April) 1956. 2. Ferguson, J. T.: 
Ann. New York Acad. Sc. 61:101 (April 15) 1955 
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Dexamyl* 


can encourage many patients 
to resume normal social activity 
because it smoothly and subtly 


induces a sense of confidence, 


optimism and well-being. 


A combination of dextro- 
amphetamine sulfate, S.K.F., 
and amobarbital, ‘Dexamyl’ is 
available in Tablets, Elixir, 
and Spansulet capsules; made 
only by Smith, Kline & French 
Laboratories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off. 
*T.M. Reg. U.S. Pat. Off. for 
sustained release capsules, S.K.F. 
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Ra Information 


Action: FRENQUEL, a completely 
new anti-hallucinatory, anti-confusion 
drug, “... offers a new neuropharma- 
cologie approach to certain acute 
psychotic states where delusions and 
hallucinations have been the primary 
symptoms,"’! 

Used in the treatment of acute schizo- 
phrenic hallucinations, FRENQUEL 
usually erases hostile manifestations, 
promotes a cooperative state, facili- 
tates psychotherapy and ward adjust- 
ment.!-4 Generally 24 hours or more 
must elapse before clinical improve- 
ment takes place. For prompt results, 
in emergency or initial treatment, 
Frenquel Injection is available in 20 
ec, ampuls, When FRENQUEL is discon- 
tinued, prodromal symptoms may recur 
in about one week, 

Adjunctively in electroconvulsive 
therapy, FRENQUEL may help reduce 
the required number of treatments. 

Although relief is not observed in 
all patients, the many dramatic suc- 
cesses experienced with FRENQUEL in 
widespread clinical use warrant gen- 
eral trial where acute schizophrenic 
hallucinations are present. 

FRENQUEL is safe... side effects and 
drug reactions have not been reported, 
No ill effects have been observed as 
measured by repeated blood counts, 
hemoglobin determinations, liver and 
kidney function tests, Clinical reports 
show no adverse effect on pulse rate, 
blood pressure, respiration.'!.2 


Indications: Acute schizophrenic 
hallucinations, postoperative confusion, 
alcoholic psychosis, senile dissociation 
states. 


Composition: Prenquet (azacy- 
clonol) Hydrochloride is alpha-(4- 
piperidyl) benzhydrol hydrochloride. 


Dosage: rabtets—20 mg. t.i.d. 
Injection 100 mg. (20 cc.) every 
eight hours intravenously is advised 
for 1 to 7 days. 


Supplied: Tablets—20 mg. (aqua- 
blue) in bottles of 100 and 1,000, In- 
jection 20 ec. ampuls. Available in 


single ampuls and units of 5 ampuls. 


Complete detailed FRENQUEL Profes- 
sional Information will be sent upon 
request, 


1. Proctor, R. C., and Odland, T.: Dis. Nerv 
Syst. 17:25, 1956 2. Fabing, H. D.: Neu 
rology 5:319, 1055 3. Rinaidi, F.; Rudy, 
L. H., and Himwich, H. E.: Am . 
112:343, 1055 4. Rinaldi 

wich, H E.: Science 121:10 
S. Ferguson, J. T.: Frenquel: Use of a new 
pharmacologic agent in chronic schizophrenia, 
presented before the Am. Psychiat. Assoc 
Chicago, til April 30, 1956 (To be 
published) 


A significant contribution to the 
control of mental illness from 
the research laboratories of 


THE WM. S. MERRELL COMPANY 
New York» CINCINNATI - 8t. Thomas, Ontario 


TRACE MARK, FRENQUEL ® 
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AZACYCLONOL 


often effective in the treatment of 
acute schizophrenic hallucinations — 
postoperative confusion 
alcoholic psychosis 
senile dissociation states 
Although relief is not always observed in all : 
patients, successes in widespread clinical use 3 
warrant general trial in these indications. 
FRENQUEL often erases hostile manifestations. ; 
It is virtually free from toxicity and does not : 
affect blood pressure, heart rate or respiration. 4 
For emergency, or initial treatment, Frenquel 
Injection is now available. 
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dependable adjunct to psychiatric procedures 


Available in: 
Pulvoules grain 
3 grains 
Ampoules 1 grain 
1 7.8 grains 
3.3.4 grains 
7 1/2 grains 


15 1/2 grains 


AMYTAL SODIUM 


versatile, moderately long-acting hypnotic 


@ produces controlled hypnosis for psychiatric evaluation 
@ restores normal sleep cycle in acute excitement 
@ prevents convulsions during shock therapy 


@ provides prompt and prolonged narcosis in psychiatric 
patients 


@ aids in differential diagnosis between functional and 
organic disease 


720000 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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NEUROSIS AND SOCIAL CLASS 
I: SoctaL INTERACTION 


LAWRENCE Z. FREEDMAN, M.D., ann AUGUST B. HOLLINGSHEAD, Pu.D.*. 4 
New Haven, Conn. 


INTRODUCTION 


This report is intended as a contribution 
toward understanding the complex and di- 
verse interaction patterns which are sum- 
mated in the diagnosis of neurosis. The term 
neurosis describes a condition of subjective 
malaise and disturbed social interaction ac- 
cording to criteria accepted by one or more 
participants in the labelling process. It arises 
from a juncture of the experience of the pa- 
tient, the training and techniques of the 
doctor, and the social patterns and values of 
their communities. One of the hypotheses we 
may derive from this observation is that 
certain psychological symptoms and _ inter- 
personal manifestations which are consid- 
ered pathognomonic of neurosis may be inti- 
mately linked with the social class position 
and social role of the sufferer. 

Epidemiological research in mental illness 
has recently been concerned with the pattern- 
ing of psychological problems in the various 
social levels which make up the modern com- 
munity. Among others, the Yale group, 
headed by Redlich and Hollingshead (1), has 
been studying and reporting its findings on 
the interdependence of social structure and 
psychiatric disorders, This paper reports one 
facet of that extensive investigation. 

Other inquiries have also shown that neu- 
rotic groups from varying socio-economic 
backgrounds fall into different diagnostic 
categories. Freedman and Leavy(2) reported 
differences in the incidence of particular psy- 

1 Read at the 11oth annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. Publication delayed by author for further 
work. 

2 This research was supported by grants from 
The National Institute of Mental Health and the 
Foundations Fund for Research in Psychiatry. 

8’ Authors are respectively from the departments 
of psychiatry and sociology, Yale University, New 
Haven 11, Conn. 

*We wish to thank Mrs. Hans Hoffman for 
her valuable assistance in the statistical analysis of 
our data. 


chiatr‘c syndromes between upper- and 
lower-class neurotics, They found, for ex- 
ample, that somatization reaction, anxiety, 
conversion hysteria, and character disorder 
were much more frequently diagnosed among 
lower-class patients and that depressive re- 
actions are more commonly diagnosed among 
the upper social classes. They also discussed 
the relationship of economic factors to the 
development and precipitation of neurosis in 
patients in an urban private and clinical prac- 
tice(3). We have described significant dif- 
ferences in referral mechanisms and treat- 
ment practices which are related to the class 
position of psychiatric patients(4). 

Our data are derived from a psychiatric 
census of patients in private and public facili- 
ties in a New England university city of 
250,000 population in 1950. In the statements 
to follow, both factual and theoretical, we 
refer only to the treated prevalence of neu- 
rosis, not the probable endemic prevalence 
in the community. 

Since a number of papers from this on- 
going research project have already specified 
the method, we shall describe it briefly and 
refer you to these other publications(1). 

In addition to determining those who were 
receiving psychiatric care, a 5% systematic 
sample of the community’s population was 
selected and both the general population and 
the psychiatric populations were stratified 
into 5 classes using Hollingshead’s “Index of 
Social Position’(1). This index is based 
upon the criteria of education, occupation, 
and residence. The principal social levels 
have also been fully presented in our earlier 
reports. They range from the top socio-eco- 
nomic position, Class I, to Class V, the 
lowest. 


GENFRAL RESULTS 


There were 1,963 psychiatric patients in 
the community of whom 449, or 23.5%, 
were diagnosed as neurotic. The rates of 
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TABLE 1 


Rates oF Nevuroric PATIENTS IN TREATMENT PER 
100,000 PoruLATION IN THE New Haven 
ComMuNiItTy, By Soctat CLass 


Social class Neurosis 


treated neurosis per 100,000 of population 
are presented in Table 1. These rates which 
have been standardized on the age and sex of 
the community’s general population are sig- 
nificantly different from one class to another. 

From these rates we can conclude that the 
prevalence of neurosis which has been di- 
agnosed or treated by a psychiatrist is posi- 
tively related to social class position. The 
higher the social position, the greater the rate 
of neurotics in treatment. 

Having determined this important social 
class difference, who are the people and what 
are the agencies responsible for bringing 
these neurotic individuals into a psychiatric 
setting? Table 2 shows that the neurotics 
in the 5 classes are referred to psychiatrists 
in quite different ways. These variations are, 
in fact, greater than can be expressed in 
graphic form. 

One of 3 neurotics in the top 2 social 
classes came to the psychiatrist through his 
own initiative or that of a friend or family 
member, without any outside agency or pro- 
fessional direction, About 1 of 10 in Class V 
was brought into contact with psychiatry 
in this personal and voluntary way. 

Medical sources referred 61% of patients 
in Classes I and IT, and 36% in Class V. This 


TABLE 2 


PercentTAGe or Neurotic PATIENTS, BY TYPE OF 
REFERRAL AND CLASS 


Class 
and 
il Il IV Vv 
Self, family, friends. 33.7 29.6 23.5 11.5 
61,2 56.5 57-7 36.0 
Other professionals. 4.1 7.8 91 29.5 
Legal (police and 
98 115 175 61 


— 61.2184 


in itself is a striking difference. Perhaps 
more important, however, is the fact that al- 
most all the upper-class patients were re- 
ferred by their private physicians (to pri- 
vately practicing psychiatrists), while 90% 
of those in Class V were referred from the 
outpatient clinics of a general hospital (to 
public or clinic psychiatric facilities). 

Other professions refer fewer than 1 of 
20 Classes I and II neurotics to psychiatrists, 
while about 1 of every 4 Class V neurotics 
come to the psychiatrist in this way. Minis- 
ters and attorneys refer most of the small re- 
maining number of upper-class patients, 
teachers in Class III, and social, welfare, and 
legal agencies in Classes 1V and V. 

About 1 of every 4 neurotic individuals in 
Class V who are seen by a psychiatrist arrives 
through the intervention of a legal agency— 
either the police or the courts. They cannot 
generally be considered to be “voluntary” pa- 
tients. Legal referrals occur with only 1 
in a 100 upper-class neurotics. 

Classes III and IV occupy intermediary 
positions with regard to this referral mecha- 
nism, as the table shows. 

These observations demonstrate that the 
prevalence of treated neuroses is related to 
the social level and that the referral methods 
are linked to the social role. 

These class biases in referral mechanisms 
were matched by striking differences in the 
psychiatric treatment these patients subse- 
quently received(4). Most upper-class pa- 
tients were treated by private practitioners, 
and most lower-class patients in public clinics 
or hospitals. But in both public and private 
facilities the higher the class position, the 
greater was the likelihood that the patient 
would be treated individually and intensively 
over a longer period with psychological meth- 
ods. The lower the class position, the greater 
likelihood that he would be treated by or- 
ganic methods, seen with less frequency, and 
less intensity, and for a shorter time. These 
distinctions were exemplified in psychoanaly- 
sis which was practiced exclusively with the 
upper 2 classes and never in the lower class. 

What about the neurosis itself? The re- 
maining portion of this paper concerns itself 
with such preliminary observations concern- 
ing the symptom pattern and social inter- 
action of the neuroses in the various classes. 
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OPERATIONAL CONCEPTS 


Psychiatric diagnosis of neurosis is not yet 
standardized ; there is variation in the nomen- 
clature and the meaning ascribed to the 
diagnostic categories. There is widely differ- 
ing emphasis on phenomenology, and etiol- 
ogy. This lack of uniformity makes compari- 
son of diagnostic categories difficult. We, 
therefore, divided the phenomena of the pa- 
tients’ behavior and feelings into 2 groups: 
lirst, groupings of psychological symptoms 
of the patients, and second, their social be- 
havior. Our data represent a slice of an inter- 
action process including the complaints of the 
patient and the perspective of the physician. 

In this report we concentrate on our stud- 
ies into the social interaction processes and 
simply state that we were able to derive class 
profiles of distinctive configurations of pat- 
terns of psychological symptoms(5). 

All evidences of intra- and interpersonal 
interactional processes were arranged into 
a series of 6 categories according to extensity 
and severity of overt social difficulty. The 2 
first groups may be properly referred to as 
intrapersonal symptomatology, but were in- 
cluded to complete the spectrum. Its 2 major 
divisions are (A) the subjective malaise, the 
inner perception and response to distress or 
lack of ease ; this covert category of the social 
interaction group is inclusive of anxiety, de- 
pression, and the general category of defense 
symptoms, and the second (B) subsumes all 
other symptoms which are predominantly re- 
lated to somatic elements; these include ac- 
tual somatic malfunction or psychopatho- 
logical inner perception of bodily malaise or 
malfunction. 

The overt interpersonal manifestations 
were divided into 4 categories according to 
their area of operation. The primary or inner 
group (C) is that of the nuclear family, in- 
cluding both the family of origin and family 
of procreation. The second (D) social group- 
ing is that of the larger social community 
with which the patient interacts ; this includes 
the peer group of the individual. The next 
group (I*) represents his more structured 
interaction with the larger group, his voca- 
tional relationships, or, in the case of chil- 
dren, school. Finally, the most formal unit, 
and in a sense, the severest, within his social 
milieu is the legal structure (I*). 
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This gives a calibrated scale going from 
the subtlest inner self-discontent to the most 
severe formalized forms of social interaction. 
All combinations of such interaction are, of 
course, possible, and we therefore devised 
an arithmetical system whereby this could 
be expressed, again in a graduated series, 
The lowest number represents the most 
covert neurotic difficulties, socially speaking, 
and the largest, the most overt. This gave a 
numerical symbol of the extensity and in- 
tensity of social interaction in each case.* 

The Social Interaction Index is the arith- 
metic mean of the numerical equivalents of 
the extent or degree of social involvement. 
The lowest possible score is 1, the highest, 
63. [very intermediate number may occur 
indicating a progression of expanding areas 
of involvement, from subjective “outward” 
to legal. 


SOCIAL INTERACTION 


Table 3 shows the percentage in each class 
in this scale in which subjective malaise or 
somatic difficulties existed to the exclusion 
of overt social difficulties, The case records 
or physicians’ reports did not mention social 
difficulties or, if they alluded to them, they 
were minimized or subordinated to these 
symptoms. 

Subjective malaise alone is more than twice 
as high in Classes I and II as in Classes 1V 
and V. Class III in this as in other categories 
holds an intermediate position not only in its 
sociologically defined characteristics but also 
in social manifestations of the neurotic 
process. 

Somatic symptoms alone showed a far 
lower percentage in Classes I and Il, 4% 
compared with 30% in Class III and 59% in 
Classes 1V and V. 

Thus there are consistent differences at 
each interaction level, but class differences 
widen as we progress into larger orbits. 

Ninety-six percent of Classes I and II 

*The ratings were made by the psychiatric 
author, using no information except the symptoms 
themselves. They were tested for reliability against 
the ratings of a nonmedical researcher working 
from a comprehensive, descriptive protocol. Re- 
liability was found to be high initially and with 
greater experience both raters were essentially 
identical in their results. 
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TABLE 3 
SoctaL INTERACTION 


A. Percentage of subjective and somatic symptoms alone 
ny class 


a Per cent by class 

1V 

and 
Ill 

Subjective 56.0 32.0 
Somatic 30.0 59.0 

n— . 14 21 
B. Percentage of total cases showing levels of social 
interaction 


Per cent by class 


Ill IV 

90.4 85.1 
59.1 76.0 
34.7 33-7 


24.3 26.9 

27.8 24.6 
0.9 8.6 

115 175 

Per cent—percentage of total number of cases in 
each class with the particular social interaction 


Subjective 

Somatic 

Family 

Peer group or 
community 

Occupation 


show subjective symptoms, compared with 
84% in Class V. Forty-eight percent in the 
top class had somatic complaints, compared 
with 64% in Class V. 

We now turn to the overt aspect of this 
total interaction pattern. Twenty-six percent 
of cases in Classes | and II show family in- 
teraction difficulties compared with 43% in 
Class V. More important, family difficulties 
in Classes I and II differ markedly from 
those in Class V in “quality.” While the so- 
cial unit is the same, the degree of overtness, 
and even aggressiveness, increases as we go 
down the scale. There is a 32% involve- 
ment in peer group or community difficulties 
in Classes I and II compared with 46% in 
Class V. Classes III and IV ranged around 
25%. The more serious legal ruptures rose 


from 5% in Classes I and II to 20% in Class 


Analyzing every case by social system com- 
plex and by class, we found the same thing, 
with these additional patterns: Classes I and 
II have more subjective symptoms alone and 
subjective symptoms in combination with 
community problems than would be expected. 
Class II] has more cases in which subjective, 
somatic, and family were combined. It has 
fewer cases than would be expected with 
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legal problems in any combination. Both 
Classes IV and V have fewer subjective 
symptoms, and Class V has far more com- 
plexes in which all categories through the 
community and vocational and legal problems 
are present.° 

Every analysis, therefore, to which we 
have thus far subjected our data, gives us 
essentially the same results. Viewed in the 
perspective of their “social significance,” 
manifestations of these neuroses range 
through a remarkably regular progression 
from introversive, intimate, personal symp- 
toms in Classes I and II to the increasingly 
wider community crises and more severe 
social and legal collisions in the lower Classes 


IV and V. 


CORRELATION OF PSYCHOLOGICAL SYMPTOMS 
AND SOCIAL INTERACTION INDEX 


Sole psychological symptoms were corre- 
lated with the social interaction processes in 
the same patient. 

The gradient is generally toward increased 
social difficulties in lower-class groups. An- 
xiety as a sole symptom is correlated with a 
score of 1 in Classes I and II, and with 11 in 
Class V. Somatic increases from 2 in Classes 


TABLE 4 


PsycHoLocicaL SyMpToMs CORRELATED 
SoctaL INTERACTION INDEX 


WITH 


A. Appearing as the sole symptom 


IT and II 

Anxiety 

Depression 

Somatic 

Behavior 

Character 10 

Other 9 


B. Appearing with other psychological symptoms 


All cases with more than one 
psychological symptom .. 11 


* Class V had no cases of depressive symptoms alone. 


5X2 — 108.18 df — 13 3=39 p— 


4 772 

- 

I 

and 
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96.0 83.6 

4B.0 

42.6 

; 

Class 

1V and 

11 

sie: 43 

13 

42 
29 

7 

V. Class 

and 

No. of symptoms Il Ill IV Vv 

9 17 18 

14 21 22 

Ir 19 
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I and II to 13 in Classes IV and V, behavior 
from 20 to 42, character from 5 to 15. 

The lower part of Table 4 correlates the 
Social Interaction Index with 2 and more 
symptoms with more consistent results. 

We also studied the social index of all 
cases in which the diagnosis involved a total 
personality response, called here character 
disorder, rather than a sole symptom or 
single dominant reaction pattern. 

In the group made up of youngsters under 
17 years of age, the average index of social 
involvement was 7.3 in Classes I and II in- 
creasing to 39.1 in Class V. These are 
largely boys under 17 who were referred to a 
clinic by juvenile authorities for behavioral 
difficulties in school or in the community, In 
the late adolescent and early adult group, 
this differential continues in the same direc- 
tion. However, in the 25-39-year-old group, 
the social indices show the same trend to a 
somewhat lesser extent. It may be pertinent 
to note that in an on-going prison study by 
the Yale Study Unit in Psychiatry and Law 
(6), this age group has the largest represen- 
tation in Classes IV and V. It is highly 
probable, therefore, that the individuals who 
would otherwise be in this group are now in 
jail. By adding all age levels, we get the fol- 
lowing total social interaction index. There 
is a steady gradient from 10.1 in Classes I 
and II to 24.4 in Class V. The numerical 
equivalent of social malfunction in treated 
character disorder is more than twice as 
great in Class V as in the 2 classes highest 
in the social scale. 


SUM MARY 


We advance the hypothesis that the diag- 
nosis of neurosis is the resultant of an inter- 
action process involving the patient, the doc- 
tor, and the social group. A psychiatric cen- 


TABLE 5 
SociaL INTERACTION INDEX BY AGE AND CLass 
(Character Disorder) 


Age groups 


Total 
Class I and 

Class III .... 13.3 
TV .... 208 21. 20.7 


sus shows that the prevalence of neurosis 
is positively correlated with social level and 
that there are important differences in method 
of referral of neurotics from the various 
social classes, bby use of a psychological 
symptom seale, we describe a class configura- 
tion, ranging from subjective, introversive 
symptoms in the top classes to somatic com- 
plaints and behavioral difficulties in the lower 
classes. A social interaction index reveals 
that the locus of conflict progressed through 
increasingly wider areas of social dislocation 
—ranging from intrapersonal symptoms in 
Classes | and II to severe social and legal 
collisions in lower Classes 1V and V. Corre- 
lation of all psychological symptoms and so- 
cial interaction shows this consistent increase 
in social difficulties. The correlation of char- 
acter disorder and social interaction illustrate 
these relationships in a striking manner. 

Several operations now in process add to 
their significance: (a) Professional orienta- 
tion of the psychiatrist, whether analytic, 
analytically oriented, or eclectic, is positively 
correlated with class; (b) patterns of symp- 
toms are positively correlated with class; 
(c) symptom pattern and social interaction 
index are also being correlated. 

From these findings, and from comple- 
mentary results of the over-all investigation, 
we adduce that treated neurosis is a process 
within a social context which can be best 
understood by systematic observation not 
alone of the individual but of his interper- 
sonal gestalt. Certain distinguishing char- 
acteristics of the social classes are reflected 
in the neurosis itself, 


DISCUSSION 


Our data show how varied are the com- 
munity reactions and the psychiatric response 
to neurosis. Persons hauled in by the police 
for antisocial behavior or complaining of 
bodily aches, and treated by medication are 
neurotics. Others who seek psychiatric help 
stimulated by an inner sense of malaise and 
treated by infinitely subtle and prolonged 
verbal communication are also neurotics. 
When we discover that certain psychiatrists 
consistently describe a characteristic symp- 
tom complex and treat with equal uniformity 
of method, and that other psychiatrists per- 
sistently describe other symptoms and at- 
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tempt to cure them with quite different tech- 
niques, and when, finally, we ascertain that 
their patients fall into definable groups bear- 
ing common social and behavioral charac- 
teristics—then similarity to medical disease 
processes as we traditionally conceive them 
is not great. 

It is important, however, to distinguish 
between the possible existence of psycho- 
logical and psychopathological states and the 
process of diagnosis of neurosis within a 
context. Neither our data nor our 
inclination leads us to question the assump- 
tion that comparable unconscious mecha- 
nisms are common to all classes. Nor do we 
doubt that psychogenetic developmental ele- 
ments such as identification, oedipal conflicts, 
and sibling rivalry, and psychosexual devel- 
opmental patterns, are basic to all people in 
all classes, Certainly that nebulous phe- 
nomenon designated by the term “anxiety” 
is shared by all classes of neurotics. It is 
probably true, moreover, that anxiety is 
ubiquitous in the nonpsychiatric population. 
At present we would not even be justified 
in assuming that the difference is quantita- 
tive. Nor are we prepared to question seri- 
ously the possibility that there would be 
different results if analysts examined our 
Class V patients and eclectic psychiatrists 
treated our Class I subjects. But the point 
is that they do not. Treated neurosis is a 
conceptual abstraction of particular elements 
of behavior and feeling, and those who apply 
the concepts define the neurosis(7). 

This paper offers some evidence concern- 
ing the role of the various participants in this 
process of definition. We have some hints 
concerning the role of the social group in 
making it. We have definite information con- 
cerning the part played by those who are 
professionally concerned, But it seems likely 
that a most important role in diagnosing 
“neurosis” is played by the individual who 
bears this label. Just how and why he accepts 
this designation is a fascinating and funda- 
mental problem. 

We have seen how agencies concerned with 
public order and morality, the courts and 
police, sometimes serve as transmitters of 
social deviants to the psychiatrist. Thus, the 
problem of conformity or nonconformity is 
shifted in a particular subculture from an 
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ethical question to a psychological problem. 
In a similar way ministers by their referrals 
conceptually alter a problem from one of sin- 
fulness to one of neurosis and doctors in a 
like manner from physical pain to psycho- 
locical conflict. 

The criteria for assumption of the neurotic 
role differs significantly from class to class. 
It is quite likely that these group attitudes 
vary in turn and are undoubtedly affected by 
cross-class acculturation, From our data 
there is an apparent difference in concept of 
self as patient in the social classes if one is 
(1) uncomfortable or unhappy, (2) if his 
body hurts or functions poorly, (3) if he is 
unable to be effective at his work, (4) if he 
is in trouble wtih his social community, or 
(5) if he is in difficulty with the law. 

We may indulge ourselves in the following 
(over) generalizations: The Class V neu- 
rotic behaves badly, the Class IV neurotic 
aches physically, the Class III patient de- 
fends fearfully, and the patients in Classes 
I and II are dissatisfied with themselves. 
Thus we have a motor pattern of community 
dislocation, a “body language” of pain and 
malfunction, social anxiety, and verbal sym- 
bolic dislocation, all called neurotics. 

Stated another way, the Class V neurotic 
is often hailed before the psychiatrist because 
he is externally maladjusted (acts out, allo- 
plastic) and the Class I and Class II patient 
most frequently comes because he is inter- 
nally maladjusted (acts in, autoplastic). 

Thus, there seem to be interesting and 
possibly significant class-typed neuroses, 
some characteristics of which may be princi- 
pally due to the manner of referral and 
others to the sociological characteristics of 
the class. It is serious conceptual error to 
think of neuroses of certain types as being 
“correlated” with class position as though 
they were phenomena superimposed on a 
“class.” We think of class simply as a system 
for conceptually dividing society into groups 
ranked together by the possession of common 
characteristics. The constant reiteration of 
the term in this paper may appear to give it 
a rigidity or a concreteness which goes be- 
yond the intention of the authors. 

The differences we have reported may 
equally be a function of the selective per- 
ception and focus of the interest of the 
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therapist. Raines and Rohnier(8) have 
shown how important the psychological re- 
fraction of the individual therapist is. They 
refer to the projective elements in diagno- 
sis, and describe how the social background, 
technical training, and personal proclivities 
of the doctor affect his emphasis. In our 
data, we found that a psychiatrist tends to 
diagnose and treat according to his profes- 
sional orientation or ideology. It is quite pos- 
sible that a psychoanalyst would not report 
a complaint of abdominal pain in favor of 
sexual anxiety ; while an eclectically oriented 
therapist might emphasize the former. 

In a sense the doctor-patient relationship 
is a symbiotic one. Who choses whom is not 
an easy question to answer. Each party to 
the therapeutic transaction requires the pres- 
ence, at least the agreement, in all probability, 
of the other in order to carry out the pro- 
cedures—if not to their mutual satisfaction— 
at least to allow them sufficient contiguity, 
comfort, and sense of “rightness” to proceed. 
In short, the same frame of reference must 
obtain between the two, or one must indoc- 
trinate the other. 

What implications do these findings have 
for our clinical practices? Psychiatric treat- 
ment as a psychological technique involves 
verbal communication requiring not simply 
physical presence but a state of receptivity, of 
motivation. Many lower-class patients tend 
to come into psychiatric milieu through of- 
ficial or semiofficial channels—channels in 
which the element of force is at least implicit. 
Ultimately, the individual must accept or at 
least acquiesce to the medical and social value 
systems which define his condition as neu- 
rotic and, hence, himself a proper subject 
for psychiatric attention. He must not only 
acquiesce but actually incorporate these 
values, if the method utilized is to be psy- 
chotherapy, since this employs relationships 
based on verbal communication, and an es- 
sential prerequisite is that there exist a shared 
intention to change something, whether it be 
the patient’s ideas, emotions, or behavior. 
Many Class IV and Class V patients have 
nonverbal symptoms—their neurosis speaks a 


kind of body or motor language. Their bodies 
hurt, or their behavior offends. The judg- 
ment that this is a psychiatric illness is often 
not theirs but that of official or semiofficial 
agencies. 

It is at least a possibility that contempo- 
rary psychiatrists have learned to treat upper- 
class feelings through the manipulation of 
verbal cues and attempt to cure the Class IV 
and Class V bodily and behavioral symptoms 
in the same way. Perhaps it makes a prag- 
matic sort of sense that the behavioral and 
social maladaptations are treated by non- 
verbal behavioral manipulations, and more 
covert “feeling” neuroses are treated with 
attempts at manipulation of the complex, 
private verbal symbol. It might make better 
sense to recognize the often radically differ- 
ing personal and social significance of the 
neurosis in different individuals and to de- 
velop relevant techniques—perhaps involv- 
ing behavioral, social, and bodily symbols— 
more specifically than is now the case. 
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MENTAL HEALTH IMPLICATIONS OF A GENERAL 
BEHAVIOR THEORY ' 


JAMES G. MILLER, M.D.,2 ANN Arsor, Micu. 


Gilbert and Sullivan’s Mikado said “I have 
never seen such unanimity . . . in my life.” 
He was referring of course to a point of law 
and not to the present state of theory under- 
lying psychiatric practice, Unanimity is rare 
in the law, but as every practitioner has prob- 
ably observed in some jaundiced mood, it 
seems even rarer in psychiatry. How can the 
psychiatric clinician improve his effectiveness 
and productivity listening to the current 
clamor of schools and deviationists, unable to 
depend on an integrated science of man? A 
clinician can operate in terms of his intuition, 
but objective studies which compare the in- 
tuitions of various clinicians usually have 
indicated little agreement among them, Or 
in his diagnosis and therapy he can apply a 
theory about the nature of human behavior. 

jut which theory of the many to select? 
Should it be Freudian psychoanalysis or the 
Should 


tenets of Adler, Jung, or Horney? 
he rely on the determinisms of the geneticist, 
the cultural anthropologist, the economist, or 


the sociologist? Should he draw strongly 
upon biochemical theories, upon physiological 
notions concerning maintenance of homeo- 
stasis and the nature of neural processes, or 
upon insights derived from neuropathology ? 
As practicing clinicians we often find our- 
selves making diagnostic or therapeutic de- 
cisions in terms of unsubstantial surmises or 
diaphanous memories of past individual pat- 
terns rather than with reference to a general 
body of carefully evaluated tenets and re- 
lated evidence. 

With these problems in mind, a mental 
health research institute was established last 
year in the department of psychiatry at the 
University of Michigan, to combine clinical 
psychiatry, medicine, neurophysiology, psy- 
choanalysis, psychology, anthropology, and 
other behavioral sciences in fundamental re- 

! Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIL, April 30- 
May 4, 1956. 

*From the Mental Health Research 
University of Michigan, Ann Arbor, Mich. 
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Institute, 


search on behavior with special emphasis on 
mental disease. The nucleus of this inter- 
disciplinary group came from the University 
of Chicago, where they had been working 
together for several years in an effort to de- 
velop an integrated and testable general 
theory of behavior. 

At the end of the war, physicists at the 

University of Chicago, who had been as- 
sociated with the development of the plu- 
tonium bomb and who had foreseen the ap- 
proaching hydrogen bomb, as had their col- 
leagues in other centers of learning, expressed 
their concern about the disproportionate ad- 
vance of physical sciences in comparison with 
the behavioral sciences, and questioned why 
our knowledge of the inanimate world was 
accelerating so rapidly and understanding of 
our own motivations and behavior lagging 
so markedly. With weapons of vast destruc- 
tiveness already available and with more, 
like the hydrogen and cobalt bombs in the 
offing, they feared that some emotionally 
disturbed individual or some mad govern- 
ment might release weapons against enemies 
which would automatically incur retaliation 
in such magnitude that the ultimate effect 
would be essential race suicide. As one 
Nobel physicist said—and he was not being 
facetious : 
Perhaps a , ven species has the right to commit 
mass suicide if it wishes, but does it also have the 
right to kill all other animals and plants as well, 
so removing entirely from the earth opportunity for 
the continuation of life and evolution? 


Various natural scientists therefore suggested 
that psychiatrists and other behavioral scien- 
tists consider the possibility of a concerted 
effort toward the development of a general 
theory of behavior, which would bridge the 
gaps between the disciplines and lower the 
walls among the schools of thought. If com- 
plete agreement could not be reached, at least 
it was possible to initiate the stating of crucial 
experiments, clinical observations or empiri- 
cal testing, directed toward ultimate resolu- 
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tion of disagreements and the development 
of an integrated body of knowledge. 

It was pointed out that the natural sciences 
had advanced by leap-frogging from one 
embracing theory of the nature of the uni- 
verse to another. Pythagoras, Ptolemy, 
Copernicus, Galileo, Newton, and Einstein— 
each presented a new cosmology which was 
closer to what we at present consider to be 
correct, and consequently with each new 
formulation effective application spurted 
ahead. Why could not the sciences of man 
emulate the natural sciences where progress 
has been rapid? The major unsolved issues 
before society were clearly those of human 
relations, normal and abnormal—interna- 
tional disharmony, mental illness, juvenile 
delinquency, crime, marital discord, slums, 
industrial strife, etc. Something needed to be 
done; why not try to employ in the study 
of human behavior the methods used so suc- 
cessfully in physics and related areas ? 

The psychiatrists and other biological and 
social scientists consulted were immediately 
skeptical. They felt that there was only 
meager understanding of the vast complexi- 
ties of psychodynamics and psychopathology. 
Traditions in our field had not favored uni- 
fication. As in any immature discipline, each 
theorist developed his own ideas, his own 
terminology, and attached his name to them. 
Nevertheless the challenge presented by the 
natural scientists was so intriguing that when 
university support was forthcoming, several 
senior professors from different departments 
began to meet regularly in 1951 to determine 
for themselves what promise lay in such an 
approach. The participant disciplines were 
history, anthropology, economics, political 
science, sociology, social psychology, psychol- 
ogy, psychiatry, medicine, physiology, and 
mathematical biology. Other areas, such as 
physics and philosophy, were occasionally 
represented. Each person spoke in turn about 
the problems of normal and abnormal human 
behavior as viewed by himself and others in 
his field. The first few sessions were fairly 
depressing. The historian had difficulty 
comprehending the physiologist and con- 
versely many of the economist’s comments 
were foreign to the psychiatrist. We were 
near the point of admitting that the task 
seemed beyond our abilities when it was ob- 


served that while our terminology varied 
greatly, our thinking had some things in com- 
mon, For example, the notion of the storage 
of experience over time was a concept which 
appeared in all the presentations. To the elec- 
tronic engineer this is related to the electronic 
memories which store information to be used 
in the solution of future problems. Econo- 
mists speak of utilities which are carried for- 
ward from prior experience. Physiological 
notions like trace and engram deal with 
storage of experience. Psychiatrists and psy- 
chologists use such terms as memory, learn- 
ing, attitude, and habit. In sociology one 
hears of canalization; in philosophy, of 
Weltanschauung ; in anthropology, of accul- 
turation. Psychoanalysts use the term 
cathexis. Having recognized this, we were 
stimulated to investigate in our individual 
fields the meaning of various words which 
involved the notion of residues of experience, 
the assumptions underlying them, and the 
similarities and differences among them. 

As we began to see such similarities, our 
enthusiasm rose rapidly and we attempted to 
locate neutral terms which were acceptable 
to various fields and could be used by all of 
us to represent our concepts. We gradually 
progressed to a point of agreement upon 
several fundamental ideas and organized 
them into what may be referred to at present 
as a general behavior systems theory. 

I shall summarize our point of view as it 
exists at the moment, but must indicate that 
it is in continual flux and is certain in the 
future to be modified in many ways. More- 
over, it represents group thinking, and as a 
matter of fact many of the ideas may have 
been appropriated from others, since we have 
attempted to sift out among alternative pos- 
sibilities those concepts which appear most 
reasonable to us. Some of my statements 
will inevitably distort the group view in terms 
of my own thinking, and although I shall try 
to be as objective as possible, there is no 
doubt that each one of us would report our 
activities somewhat differently. 

Systems are bounded regions in space-time, 
involving energy interchange among their 
parts (which are associated in functional re- 
lationships) and with their environment. 
General systems theory is a series of related 
definitions, assumptions, and postulates about 
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all levels of systems from atomic particles 
through atoms, molecules, crystals, viruses, 
cells, organs, individuals, small groups, so- 
cieties, planets, solar systems, and galaxies. 
This concept of the various levels of behaving 
systems has been emphasized for years by Dr. 
Ralph Gerard, a member of our group, and 
others. General behavior systems theory is a 
subcategory of such theory, dealing with liv- 
ing systems, extending roughly from viruses 
through societies. Perhaps the most signif- 
icant fact about living things is that they are 
open systems, with important inputs and out- 
puts. Laws that apply to them differ from 
those applying to relatively closed systems. 

All behavior can be conceived of as energy 
exchange within an open system or from one 
such system to another. Any exchange of 
energy across a boundary results in some al- 
teration or distortion of the energy form. 
Those specific functions of systems which 
we can stipulate and whose magnitude we 
can measure in a relative scale, we will call 
“variables” if they are within the system and 
“parameters” if they are in its environment. 
Each system except the largest of all—the 
universe—has its environment. The system 
and its environment together constitute a 
suprasystem. Each system except the small- 
est has subsystems, which are any compo- 
nents of an organism that can affect a 
variable. 

Inputs and outputs may be either coded or 
uncoded, Coding is a linkage within sub- 
systems whereby process A, is coupled with 
process A, so that either will elicit the other 
in the future. Coding involves conditioning, 
learning, or pairing of 2 processes in a system 
and the memory or retention of this union 
over a period of time. Any action is uncoded 
unless—like speech or gesture—it has some 
added significance as a result of such a bond. 
It then conveys information. 

All living systems tend to maintain steady 
states of many variables, by negative feed- 
back mechanisms which distribute informa- 
tion to subsystems to keep them in orderly 
balance. Not only are subsystems commonly 
kept in equilibrium, but systems are also 
usually in balance with their environments, 
which have outputs into systems and inputs 
from them. This prevents variations in the 
environment from destroying systems, either 
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by collapse or by explosion. There is a range 
of stability for any parameter or variable in 
any system. It is that range within which 
the rate of correction is minimal or zero and 
beyond which correction does occur. Inputs 
(or loads), either coded or uncoded which, 
by lack or excess, force the variables beyand 
the range of stability constitute stresses and 
produce strains within the system. These 
strains may or may not be capable of being 
reduced, depending upon the equilibratory 
resources of the system. 

The above general statement can be trans~ 
lated into terminology of several behavioral 
sciences. In individual psychology and psy- 
chiatry for instance, the system has generally 
been known as the organism ; the input as the 
stimulus; and the output as the response. 
Uncoded inputs, we have recognized, can 
result in strains or disequilibria within the 
organism which are known as primary or 
somagenic drives. Coded inputs result in 
secondary, learned, acquired, or psychogenic 
drives. Reduction of strains is called drive 
satisfaction. When inputs or loads create 
strains great enough to call into play complex 
subsystems to restore equilibrium, we some- 
times refer to such processes as “defense 
mechanisms.” When these mechanisms fail, 
severe disruption of the steady state of the 
organism, known as mental or physical ill- 
ness, or ultimately death, occurs. The total 
of the strains within the individual resulting 
from his genetic input and variations in the 
input from his environment is often referred 
to as his values. The relative urgency of re- 
ducing these individual strains determines his 
hierarchy of values. 

This summarization of our position is very 
general and of little value unless made con- 
crete by specific propositions related to it. 
Also necessary is empirical evidence for or 
against the propositions and a clear indication 
of their potential application to clinical prob- 
lems. Numerous propositions have been 
derived from this general conceptual frame- 
work or related to it by our group, 4 of which 
are presented as the only examples that can 
be given within the limitations of this pres- 
entation. 

Proposition 1.—The rate of growth of a 
system in a medium which has an essentially 
unrestricted amount of energy available for 
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input 1s—within certain ranges—ex ponential. 
With numerous restrictions this proposition 
appears to apply to behaving systems at 
several levels. It is true that there are several 
shapes of exponential growth curves, each 
applying to different classes of systems. 
Moreover, it is apparent that there are dis- 
analogies among levels as well as analogies— 
for example, that cell growth is best meas- 
ured in micra and growth of societies in 
kilometers ; that the growth period of cells 
is measured in hours and of societies in 
decades or centuries ; and that there are spe- 
cies differences—proportionate to their adult 
body size hamsters grow faster than ele- 
phants. Nevertheless this proposition, with 
certain restrictions, is true of the growth of 
bacterial cultures, of long bones in the embryo 
as seen by x-ray, of individual animals and 
perhaps of some groups. Malthus’s law of 
population growth is of similar character. 

Proposition 2.—There is always a constant 
systematic distortion—or better alteration— 
between input of energy or information inio 
a system and output from that system. The 
input-output distortion of vacuum tubes is 
common knowledge. Glucose enters a cell 
and lactic acid comes out—a comparable 
alteration. A Rorschach card is an identical 
stimulus for many patients, but the charac- 
teristic distortions of each result in the out- 
put of different responses. Communication 
between persons inevitably produces some 
distortion since it may be that these indi- 
viduals are not coded identically. It is well 
known that information from one group to 
another may be distorted or altered in its 
transmission. For example, when the Secre- 
tary of Labor issues a statement, it is com- 
monly reported in one fashion by labor 
groups to their members and in quite another 
way by chambers of commerce to theirs. Dis- 
tortions of propaganda in communications 
across international boundaries have been 
extensively studied. 

Proposition 3.—Living systems respond to 
continuously increasing stress first by a lag 
in response, then by an overcompensatory 
response, and finally by catastrophic collapse 
of the system. We have collected data which 
indicate that coded or symbolic stresses like 
those in battle may well elicit response curves 

similar to those of Selye. From one of our 


tests it was evident that while extreme stress 
worsens performance, moderate stress im- 
proves it above ordinary levels. Other tests 
illustrate how certain subsystems may de- 
velop strain under stress but the whole sys- 
tem will compensate for it. 

Proposition 4.—Systems which survive 
employ the least expensive defenses against 
stress first and increasingly more expensive 
ones later. Human defense mechanisms to 
protect against coded, psychodynamic stresses 
are comparable to physiological mechanisms, 
and ordinarily are mobilized in order of their 
expensiveness. If a continuously increasing 
amount of acid is injected into a dog’s veins, 
the first defense mechanism which appears 
to reach its maximal effectiveness, in order 
to protect the steady pH of the blood from 
this stress, will probably be overbreathing. 
Excretion of a more acid urine than usual 
and the “chloride shift” from blood plasma 
to red cells are other protective mechanisms 
which later may be called into play. It is 
possible that the protective mechanisms first 
mobilized are those that employ the inputs 
which are most easily replaceable, such as 
oxygen, and the mechanisms involving in- 
puts not so easily replaceable from their en- 
vironment are used only under more extreme 
conditions. 

A person’s defense mechanisms when he 
is unable to solve a problem or achieve a 
goal may follow this pattern: He may lower 
his level of aspiration. This is relatively 
inexpensive. He may then rationalize his 
behavior by saying that he could have ac- 
complished it if more time had been available. 
This is a little more expensive, since he may 
be placed in the untenable position of being 
given more time and still being unable to 
achieve the goal. Repression may be his next 
way of handling the stress, and the unre- 
solved strain within him may result in psy- 
chosomatic symptoms—a_ serious conse- 
quence. Finally, to avoid extreme frustra- 
tion, he may deny the reality of his total input 
and a catatonic state may follow—an ex 
tremely expensive defense. 

Other propositions concern the economic 
utilization of resources available to systems, 
decision-making processes, learning proc- 
esses, storage of information and energy, 
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natural selection processes, and other bioso- 
cial phenomena. 

We recognize that theory means little if it 
is not tested empirically. We plan to deter- 
mine priorities for our clinical and laboratory 
researches in terms of their promise of test- 
ing various aspects of the theory at one or 
more levels. 

Empirical researches oriented to such 
theories have been conducted in the past, and 
are now underway and being planned by 
members of the staff of the Institute, of 
whom Dr. Ralph Gerard, Dr. C. Leslie Glenn, 
Dr, Anatol Rapoport and I are the senior 
members. In addition, we have a number 
of junior staff members from various disci- 
plines working with us. We shall soon be 
joined by senior personnel in other fields of 
the behavioral sciences. 

These empirical studies illustrate various 
methods of testing the quantitative formal 
identities inherent in systems theory. They 
include a study previously carried out by Dr. 
Rapoport and his associates involving the 
rate of spread of rumors or information in 
the society. The investigation was car- 
ried on in an isolated community in the 
northwest. A rumor was experimentally 
distributed to a sample of the population and 
then a careful check kept of the network of 
individuals through whom the rumor spread. 
The findings from this study and similar ex- 
periments were shown to have real compar- 
ability to theories concerning the spread of 
an epidemic and the spread of impulses in 
the nerve net in the central nervous system. 
This research concerns a formal identity be- 
tween the diffusion of information at the level 
of the social system, diffusion of matter (or 
energy )—that is, infectious agents—in a so- 
cial system, and diffusion of neural impulses 
in an organ, the central nervous system. The 
last is potentially testable in the laboratory. 
This is an illustration of one of the strategies 
we hope to follow in the evaluation of a 
general behavior theory—measuring of 
quantitative similarities among levels. 

Of general empirical interest to us are 
quantitative similarities between psychologi- 
cal and physiological reactions to stress— 
what sorts of excesses or lacks of physical 
or informational inputs cause stress to the 
organism and lead to eventual breakdown of 


a system in physical or mental illness, or 
death? We plan to study not only such 
stresses as hunger, thirst, fatigue, loud noise, 
cold, and so forth, but also various drugs like 
mescaline and lysergic acid. Also we shall 
investigate the stress-producing effects of so- 
cial situations, for example the helpless plight 
of fathers awaiting the birth of their first 
child. A number of stress-sensitive psycho- 
logical and physiological measures will be 
administered simultaneously under circum- 
stances of varying biological and social stress, 
observing the effects on homeostatic equi- 
librium and behavior, and the defense mecha- 
nisms which are mobilized by the individual. 
The strategy in such research is to compare 
under similar conditions fluctuations in 
energy transmission processes (i.¢., physio- 
logical measures) with fluctuations in infor- 
mation transmission processes (i.e., psychi- 
atric and social measures). 

Another empirical strategy derived from 
systems theory is the comparing of electronic 
systems with animal and human systems. 
This has been done by Grey-Walter and 
others in the development of his behavior 
simulators. In addition, it is possible to use 
such comparisons to develop diagnostic in- 
struments. Ever since 1938 when Shannon 
indicated that the algebra of logic is identical 
to the algebra of electronic circuits, it has 
been recognized that it is possible to build 
logical problems into computers. A few years 
ago our group discussed the possible develop- 
ment of an electronic device which would test 
problem-solving ability. Such an electronic 
sequential reasoning tester (the PSI ap- 
paratus) has now been constructed, which is 
a type of intelligence test but is capable of 
analyzing many aspects of conscious and un- 
conscious cognitive processes. The task in 
the PSI apparatus is to push some of the 9 
buttons which form a circle on the face of the 
machine in such an order that ultimately 
the light in the center of the circle is lit. Each 
button in the outside ring is associated with a 
light which goes on when the button is de- 
pressed. In the next time interval other lights 
in the circle may or may not be lit, depend- 
ing on the nature of the network connecting 
them. A template surrounds the central light 
with arrows indicating logical relations of 
facilitation or inhibition which exist between 
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one and another of all the lights in the circle. 
The simplest problem, for example, would 
be to depress button 4 in time period A and 
light the central light in period B. The next 
most simple problem would be to push button 
4 in time period A, which would light button 
6 in time period B, and this would light the 
central light. rom these very simple prob- 
lems which are probably soluble by lower 
animals, it is possible to advance to networks 
of sequences so complex that Einstein might 
have found them difficult of solution. Prob- 
lems are plugged into the back of the appa- 
ratus and contain the networks, which are 
completely covered so that the patient tak- 
ing the test cannot get from them any clue 
as to the nature of the problem. A complete 
electronic record may be kept of each stage 
of the patient’s problem-solving behavior. 

This is a problem situation that does not 
require language and which appears to be 
relatively culture-free, with the possible ex- 
ception that members of a button-pushing 
culture may have an advantage over natives 
of Darkest Africa. No previous achievement 
is required and children do remarkably well 
on it. The Stanford Binet test requires one 
skill at 5 months, using one set of muscles, 
and an entirely different skill at the 7 months’ 
level. The Bellevue-Wechsler is composed of 
many subtests whose dimensions are in no 
way comparable. Unlike the majority of 
these intelligence tests, the PSI apparatus 
provides problems which increase in com- 
plexity in similar units. In addition, multiple 
problems of any given difficulty are availa- 
ble, so that frequent repetitive testing—as 
throughout a course of psychotherapy—is 
feasible. 

A number of different scores may be de- 
rived from the machine including the correct- 
ness of logical operations, learning and 
memory curves, the number of redundant 
questions asked, as well as measures of 
change of set during the solution of a prob- 
lem. In some ways it is also a projective test 
because a patient is not told whether he is to 
minimize the amount of time to a solution or 
the number of buttons pressed. Consequently, 
some patients push many buttons without 
hypotheses in a blind effort to find solutions, 
while others ponder at length to figure out 
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rational solutions before testing them by 
pushing carefully selected buttons. Popular 
and original solutions @ la Rorschach may 
also be scored. All the scores are entirely 
objective and quantitative, and invoive no 
interpretational skill. It is possible for the 
scoring to be carried out completely by an 
electronic computer. Three of our former 
associates in Chicago are primarily respon- 
sible for the PSI apparatus—Dr. E. Roy 
John, Dr. Horacio J. A. Rimoldi, and Mr. 
Stanley Molnar. Dr. John has recently com- 
pleted a monograph on it, which is now in 
press. 

Another investigation on which prelimi- 
nary work has been done concerns a compari- 
son of sensory distortion and distortion in 
social communications, We are studying the 
sensory performances of paranoid patients 
on critical flicker fusion tests and on an ap- 
paratus in which a patch of color interrupted 
by different speeds of rotation of a slotted 
disc in front of it is seen to change to its 
complementary color. The performance of 
such patients on this device will be contrasted 
with the performance of the same patients 
during transmission of information through 
a group in a situation similar to the parlor 
game of “telephone,” in which a sentence is 
whispered through a chain of individuals. 
This usually results in a distortion of the 
sentence between the beginning and end of 
the chain. The strategy of such research is 
to compare the same patients as individual 
systems and as components of group systems. 

Experiments are also being conducted in 
which 3 subjects solve problems with elec- 
tronic equipment, which is connected with an 
analog computer and is so programmed that 
if one player cooperates with another he is 
more rewarded than if he is competitive. We 
are interested in which types of situations 
produce cooperative or mutual relationships 
among individuals, and which types of indi- 
viduals most readily demonstrate mutuality. 
Such a study, of course, has potential impli- 
cations for the subtle relationships in psy- 
chotherapy. Also important is the combining 
of individuals and a machine to form a sys- 
tem, which permits utilization of the precise 
units of electronics to measure behavioral 
processes, 
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Finally, we are investigating quantitative 
similarities between the transmission of cul- 
ture in “microcultures” or small groups made 
up in the laboratory, and the genetic trans- 
mission of traits examined by population 
genetics. In such research formal identities 
between known biological processes like the 
transmission of information in genes, and 
social or cultural processes, like the transmis- 
sion of ideas or linguistic units, are being 
studied. The theory underlying certain of 
these investigations and the empirical find- 
ings will be published periodically in our new 
quarterly journal, Behavioral Science, the 
official publication of our Institute but open 
to contributors on a national basis. 

To summarize the goals of the work out- 
lined in this paper, we hope that such funda- 
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mental clinical and laboratory research may 
help to bridge gaps in our present knowledge, 
like the chasm between our current under- 
standing of normal function and psycho- 
analytic theory. We hope also that it will lead 
to clarification of the relationships between 
physical (sometimes called “organic”) and 
psychological (sometimes called “func- 
tional”) processes in mental illness and 
health. It is our hope that such investigation 
wherever it is carried out may lead to the 
development of more agreement concern- 
ing the determinants of behavior, so improv- 
ing our present diagnostic and prognostic 
categories and making possible hardheaded 
applications to clinical problems, advances in 
precision and effectiveness of psychodiag- 
nostic and psychotherapeutic methods. 
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CLINICAL OBSERVATIONS ON THE USE OF PROMETHAZINE 
HYDROCHLORIDE IN PSYCHIATRIC DISORDERS 


H. J. ERWIN, M.D.," Sr. Louis, Mo. 


Much progress in the treatment of the 
mentally ill over the past few years has been 
stimulated by reports of clinical experiences 
with the new tranquilizing drugs. Of these, 
the Rauwolfia and phenothiazine groups offer 
the most promising line of investigation. 
However, the ideal agent should produce a 
satisfactory response with Jittle or no dis- 
turbing reactions. It is unfortunate that some 
of the compounds derived from Rauwolfia 
and phenothiazine have been associated with 
undesirable, sometimes serious and even fatal 
side-effects. Nasal obstruction, severe head- 
ache, diarrhea, hypotension, vasomotor col- 
lapse, visual disturbances, skin rash, jaun- 
dice, neurotoxic and hematological and other 
disturbances have been reported from use of 
one or the other, or of both(1). 

In our search for new tranquilizing drugs, 
or for improved modifications of existing 
preparations, we became interested in the 
similarity between the chemical structures 
of chlorpromazine and promethazine (Fig. 
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1 Acting director, neuropsychiatry, Homer G. 
Phillips Hospital, 2601 North Whittier St., St. 
Louis. Mo. 


The fundamental radical in antihistamines 
R 
is thought to be —CH,—CH,—N _cor- 
responding to —CH,—CH,—NH, in hista- 
mine. 
In chlorpromazine, the side chain is 
R 
—CH,—CH,—CH,—N__ which would defi- 
R 
nitely alter the action of the basic radical, In 
H R 
promethazine —CH,—C—N the methyl 
CH, R 
group (CH;,) displaces one H on the second 
carbon. There is no chlorine atom. It is re- 
called that antibiotic therapy the removal of 
the chlorine atom from the chlortetracycline 
structure resulted in a drug fully comparable 
in therapeutic results, giving higher and more 
prolonged blood levels and notably few of 
the gastric and other adverse effects charac- 
teristic of chlortetracycline(2). 

Promethazine hydrochloride has had wide- 
spread application in the treatment of aller- 
gies(3, 4) and as an antinauseant in motion 
sickness(5). Repeated success has been re- 
ported with its use in controlling apprehen- 
sion incidental to surgery and childbirth(6). 
A recent study reports the satisfactory use 
of promethazine for pre- and postanesthetic 
sedation(7). 

These and other clinical studies were the 
basis for our choice of promethazine hydro- 
chloride for investigation in psychiatric con- 
ditions. Our interest was twofold: (1) to 
note whether the chemical similarity of the 
compound to chlorpromazine might produce 
comparable or superior clinical effects ; and 
(2) to determine whether the difference in 
chemical structure might obviate the disad- 
vantages of the chlorinated compound. 


MATERIAL 


The study included 39 patients (31 fe- 
males, 8 males, 18 to 70 years old) who were 
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TABLE 1 


DiaGNosis—39 Psycuiateic Patients 


Manic-depressive psychosis 
2 
Schizophrenic excitement I 
Excitement consequent to brain trauma...... I 
3 
Epilepsy with hypertension ................ 
Neurodermatitis with agitation ........... 
39 


seen in the psychiatric clinic. Thirteen were 
frankly psychotic, and 26 could be classified 
as psychoneurotic (Table 1). Some had been 
attending the outpatient clinic but were not 
responding to the prescribed therapy—chlor- 
promazine, reserpine, or both. Others were 
new patients referred to the neuropsychiatric 
clinic by private physicians or welfare agen- 
cies, 

The severity of the psychiatric disturbance 
varied considerably ; some patients exhibited 
moderate anxiety reactions with phobias; 
others, severe agitation, hysteria, or manic- 
depressive reaction. All patients in this study, 
however, were managed in the outpatient 
clinic for it was feared, especially in a few 
cases, that admission to a psychiatric hospi- 
tal might have a traumatic effect. Then, too, 
it was believed that a tranquilizing drug, ad- 
ministered in conjunction with periodic psy- 
chotherapeutic sessions, might result in more 
effective control. 

Of the 39 patients observed, 35 were suf- 
ficiently disturbed to discontinue their usual 
life routine. The duration of illness varied 
from 2 to 18 months with the average of 
6.3 months. The shortest term of illness 


Dosage Duration 
Individualized Oral only— 2 or 3 wks. to 5 mos. 
It 
12.5 to 100 mg. tid. to 4 continuing 


q.id. occasionally 25 to 
100 mg. h.s. combined 
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50 to 100 mg. tid. plus 
25 to 100 mg. IM hs. 
or 3 or 4 times a week 


USE OF PROMETHAZINE HYDROCHLORIDE IN PSYCHIATRIC DISORDERS 


TABLE 2 


TREATMENT OF 39 Psycutatric PATIENTS WITH PROMETHAZINE 
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was 2 years and the longest 8 years with an 
average of 4.4 years. The presumptive prog- 
nosis without further treatment showed that 
the outlook was poor in 23, guarded in 13, 
fair in 1 and good in 2. Each patient had 
been on previous medication for at least 3 
weeks without clinical improvement. Twelve 
had been on barbiturates of some kind, 16 
on thorazine alone, 5 on reserpine alone and 
6 on reserpine and thorazine treatment. 
Twenty-five of the cases were considered re- 
covered, 7 much improved and 7 moderately 
improved. 


METHOD 


Complete physical examinations and rou- 
tine laboratory studies showed that all pa- 
tients were in good physical condition. A 
complete case history was prepared on each 
patient. In each instance, previous medica- 
tion or treatment (as barbiturates, electro- 
shock, chlorpromazine or reserpine or both, 
and vitamin B,.) was discontinued, At least 
three visits a week to the outpatient clinic 
was the rule and the results of a physical 
examination, the laboratory findings, and the 
comments of the interviewer were studied 
by the psychiatric staff. 

Promethazine * was prescribed for each 
patient (Table 2). Dosage and method of 
administration were individualized and va- 
ried according to the severity of the symp- 
toms, the likelihood of psychosis, and the 
progress reported, Because of the wide varia- 
tion in the condition of the patients, the daily 
dosage varied from (1) 12.5 to 50 mg. 
orally, t.i.d. or q.i.d., occasionally with 100 

2 Phenergan® Hydrochloride, Promethazine Hy- 
drochloride, was supplied by Wyeth Laboratories. 


Response % Side-effects 
Recovered 30 ~=Transient pain at injection 
site—3 
Pronounced Erythema at injection site 
improvement 46 —I 


Moderate im- 
provement 24 
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mg. by mouth at bedtime; to (2) 50 to 100 
mg. orally t.i.d. plus an intramuscular injec- 
tion of 50 or 100 mg. at bedtime or 3 or 4 
time a week (Table 2). About two-thirds of 
the patients required both tablet and par- 
enteral medication when therapy was first 
inaugurated. As soon as there were definite 
signs of improvement and the mental atti- 
tude was considered satisfactory, the paren- 
teral administration was discontinued and 
the patient was maintained on tablets. 

The duration of therapy, like the dosage, 
varied depending upon the needs of the 
individual. 


RESULTS 


All 39 patients were under close observa- 
tion throughout this study and all showed 
some improvement on promethazine hydro- 
chloride (Table 2). The degree of improve- 
ment was rated as follows: (1) Complete 
recovery—All signs of mental disturbance 
absent. Patient made a good adjustment and 
now shows no personality abnormalities. All 
drug therapy discontinued. Patient dis- 
charged. (2) Much improved—Symptoms 
considerably ameliorated. Medication dis- 
continued or continued with psychotherapy. 
(3) Moderately improved—Patient shows 
signs of improvement, with disappearance 
of serious clinical symptoms. Therapy con- 
tinuing. 

Of the 39 patients, 11 recovered com- 
pletely, 18 showed much improvement, and 
10 showed moderate improvement. Although 
the study covered a fairly short period, there 
was no instance in which the patient re- 
gressed to his previous mental state. The 
improvement was maintained even in one 
case in which family problems exerted a 
severe and continuing stress on the patient. 

When insomnia was a problem, a return 
to the normal sleep pattern was reported. Al- 
most without exception, appetite improved. 
In the case of a pyknic, obese female with 
manic-depressive psychosis, the craving for 
food disappeared. On the whole, the patients 
became more cheerful, and there was evi- 
dence of a sincere desire to recover. 

The depressed patients developed a re- 
newed interest in life, and began to give at- 
tention to their personal appearance and to 


their family responsibilities. Nearly all of 
the patients who were unemployed seemed 
eager to return to work. Three have resumed 
gainful occupations and one, her household 
duties. Two of the women are now pregnant 
and look forward happily to motherhood. 
One 38-year-old woman with a long history 
of anxiety told the interviewer that it had 
been 8 or 10 years since she had felt so calm. 

The standard complaints—restlessness, ir- 
ritability, dermatitis, headache, gastric upset, 
jitteriness, tachycardia, excessive perspira- 
tion, and blurred vision—all disappeared or 
were considerably reduced under prometha- 
zine treatment. The patients with severe de- 
pression, suicidal impulses, paranoid tenden- 
cies, phobias, anxiety reactions or hysteria 
seemed to gain insight into the cause of their 
behavior adnormality, and were, for the 
most part, able to adjust their thinking and 
participate satisfactorily in the psychothera- 
peutic program. The symptoms of those 
suffering from reactive anxiety frequently 
were controlled in a short time. Usually the 
medication could be discontinued within 2 
to 3 weeks after starting it and the improve- 
ment could be maintained satisfactorily on 
guidance counseling alone. Other patients 
remained on medication for at least 5 months. 

With chlorpromazine, untoward reactions 
such as hypotension, allergic skin rashes, 
photophobia, liver complications, or blood 
dyscrasias had been a frequent experience in 
this clinic. Under promethazine therapy in 
this study, however, no such side-effects were 
seen, Three patients, all young females, one 
of whom was suffering from manic-depres- 
sive psychosis, one from anxiety hysteria 
and the third from a schizophrenic affective 
disorder, reported pain at the time of injec- 
tion (but not during every injection). 
Erythema appeared at the injection site of 
another patient, a paranoid schizophrenic. 
No other evidence of tolerance developed. 


Although it is difficult to assess accurately 
the effectiveness of any drug given as an 
adjunct to psychotherapy, and especially in 
a small series of cases, we believe our past 
experiences with reserpine and chlorproma- 
zine provide a basis for comparison. 

It was interesting to observe that the ef- 
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fectiveness of promethazine did not seem to 
be limited by the severity of the disorder. 
We found no correlation between the degree 
of patient response and the severity of the 
condition before treatment. Rather, the 
degree of response seemed to be influenced 
by a third factor—the desire of the patients 
to help themselves. The calming effects of 
the medication seemed to favor strengthen- 
ing of such desire. On promethazine ther- 
apy, patients became more relaxed, so that 
they were able to discuss their problems with 
the therapist and to understand and over- 
come the phobias that had been troubling 
them. The medication seemed to relieve their 
anxieties, allay their apprehensions, and gen- 
erally to stabilize their behavior. 

Promethazine was considered preferable 
to other tranquilizing agents in the treat- 
ment of psychiatric disorders, because of the 
consistent response and the freedom from 
significant side-effects. Several observations 
in particular deserve mention : 

1. The patients did not exhibit a hypoten- 
sive response to promethazine. 

2. The compound possesses a remarkable 
antiemetic effect. The disturbing gastroin- 
testinal symptoms which generally occur as 
part of the anxiety state were eliminated in 
these patients. 

3. Promethazine appears to potentiate the 
effect of narcotics. Two patients suffering 
from carcinoma of the pancreas, in whom 
depression was a part of the clinical picture, 
required heavy doses of morphine before use 
of promethazine. After start of prometha- 
zine medication, it was possible to reduce 
the amount of morphine to approximately 
one third. 

4. The strong antihistaminic action of 
promethazine was of particular advantage. 
In one case, injection of an antibiotic had 
been followed by intense and disabling head- 
aches, congestion, lacrimation, and nasal dis- 
charge. These symptoms were completely 
controlled with one injection of 25 mg. of 
promethazine followed by one tablet of 12.5 
mg., t.id., for 6 days. 


SUMMARY 


Thirty-nine psychiatric patients were 
treated with promethazine hydrochloride. 
The severity of mental disturbances varied 


considerably from patient to patient. All 
were in need of psychiatric help, but hospi- 
talization was not recommended. 

Promethazine hydrochloride was admin- 
istered orally and intramuscularly. Dosage 
and method of administration were adjusted 
according to the needs of the patient. The 
total daily dosage ranged from 37.5 mg. 
orally, to combined oral and parenteral ad- 
ministration of 350 mg. Each patient showed 
some degree of improvement on the indi- 
vidualized regimen prescribed. Of the 39 
patients, 11 recovered completely ; 18 showed 
pronounced improvement, and 10 showed 
moderate improvement. The only side-effect 
noted was an occasional complaint of pain 
at the site of injection. None of the serious 
side-effects reported following use of chlor- 
promazine and reserpine was observed in 
this series. 

Of the 16 patients who have been followed 
the longest, 6 have maintained improvement 
on psychotherapy alone, without continued 
medication; in 8 improvement has been 
maintained on reduced dosage, and in 2 
(psychotic patients) continuation of the 
original maintenance dose has been required. 


CONCLUSIONS 


In view of the satisfactory clinical re- 
sponse of each of the patients in this rela- 
tively small series, and by virtue of the 
absence of significant side-effects, prometha- 
zine more nearly approaches the ideal tran- 
quilizing agent than do the Rauwolfia 
products and the chlorinated derivative of 
phenothiazine. It is believed that the results 
of this study warrant more widespread use 
of promethazine in psychiatric conditions, 
both in ambulatory and in hospitalized pa- 
tients. 
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PREVENTIVE PSYCHIATRY—THE ARMY’S MENTAL HYGIENE 
CONSULTATION SERVICE (MHCS)' PROGRAM WITH 
STATISTICAL EVALUATION * 


MAJ. WILLIAM 8. ALLERTON, MC, USA,* ano COL. DONALD B. PETERSON, MC, USA (Rert.)® 


INTRODUCTION 


This is an appraisal of 5 years of preven- 
tive psychiatric effort in the army. The efforts 
in this direction during World War I and 
World War II, although well conceived, be- 
came the hapless, stillborn victims of pre- 
cipitous demobilization. Of the 35 World 
War II Mental Hygiene Consultation Serv- 
ices, only 2 were viable in 1949. Nonetheless, 
preventive concepts not only survived, but 
flourished in army psychiatry during the 
peace, so that the rebirth of the preventive 
program was synchronous with the mobiliza- 
tion of 1950 and its growth uninterrupted to 
date, The statistical trends presented may 
well have been greatly influenced by this par- 
ticular program. A definitive evaluation is 
impossible today. Too many variables obscure 
statistical conclusions, Rather, this is an in- 
ventory of army preventive psychiatric pro- 
cedures and accomplishments with specific 
reference to the functioning of the Mental 
Hygiene Consultation Service. 

Regarding the evaluation of mental hy- 
giene programs, Lemkau(1) has stated: 
Extremely few studies deal in change of incidence, 
and even fewer attempt to relate the changes to 


1 MHCS—Official Army abbreviation. 
2 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
May 4, 1956. 

® The authors are grateful to Mr. Eugene L. 
Hamilton, Chief, Medical Statistics Division, Office 
of The Surgeon General, Department of the Army 


and to: Mr. Arthur J. McDowell, Mr. Milton C. 
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liam T. Parker, and Miss Barbara M. Stockton, all 
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statistical portion of this paper. 

* Chief, Psychiatry and Neurology Service, U. S. 
Army Hospital, Frankfurt, APO 757, N. Y., N. Y.; 
formerly psychiatrist, Office of the Chief Psychi- 
atry and Neurology Consultant, Professional Di- 
vision, Office of The Surgeon General, Department 
of the Army. 

* Superintendent, Anoka State Hospital, Anoka, 
Minn.; formerly Chief Psychiatry and Neurology 
Consultant, Professional Division, Office of The 
Surgeon General, Department of the Army. 
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possible causes by statistical means. Although there 
are great difficulties in the problem, there appears 
to be no basic reason why the methods of epidemi- 
ology cannot be applied more fully in mental hy- 
giene. When this is done, we shall be in a position 
better to measure the extent of problems and to 
evaluate the effect of work. 


The authors believe that the nature of the 
military, despite the problem of certain vari- 
ables, provides a better milieu for an attempt 
at such evaluation at this time than could be 
reasonably expected elsewhere. 


HISTORICAL DEVELOPMENT 


If this paper is premature, the program 
which is the object of study is not. Indeed 
the mental hygiene movement in the army 
had its birth during World War I. Noble 
aims and a surprising awareness of the prob- 
lems involved are expressed by Bowen in 
Volume IV of The Medical Department of 
the United States Army—W orld War I(2), 
which describes mobilization camp activities. 
Although very little was accomplished in 
implementing these aims or solving many of 
the problems, goals were delineated and oper- 
ational principles established. Translation 
of the considerable recorded knowledge from 
that war into preventive psychiatric activity 
in either the military or civilian setting was 
scarcely immediate. Thus the Army Mental 
Hygiene Program, while still in its infancy, 
suffered a rapid demise after the termination 
of World War I. 

During World War II, at widely separated 
training camps, the necessity for preventive 
psychiatry was recognized; and local pro- 
grams arose spontaneously, in response to 
the universally demonstrable phenomenon of 
high incidence of psychiatric illness despite 
tremendous attention to induction screening. 
Guttmacher(3) dates the establishment of 
the first World War II Mental Hygiene Con- 
sultation Service as 1942. It was not until 
1943, however, that real efforts were made 
to coordinate the operation of the various 
consultation services, then in being. Perkins 
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(4) divides the development of the Mental 
Hygiene Consultation Service into the fol- 
lowing phases: I. The classification phase ; 
II. psychiatric screening and consultation 
phase; III. mental hygiene phase; IV. pre- 
ventive psychiatry phase. In phase I, attempts 
were made to aid the individual soldier in his 
adjustment to military life by procedures to 
assure proper assignment. In phase II, pro- 
cedures were added to eliminate inept and 
unfit individuals from training and to pro- 
vide consultation for individual soldiers. In 
phase III, emphasis was placed on the orien- 
tation of larger groups of trainees relative to 
possible aa,ustment problems. In phase IV 
the MHCS began to serve in an advisory ca- 
pacity to command and staff. Only when all 
4 phases had been incorporated in the pro- 
gram could it be said that the MHCS was 
working in the total milieu of the army train- 
ing centers, providing aid both to the indi- 
vidual and to those of command, staff, and 
training responsibility. Since current practice 
includes all 4 phases and is already a matter 
of publication( 5-10), no further description 
of MHCS function is given. Commenting 
on mental hygiene programs during World 
War II, William Menninger(11) states: 
On the basis of our experience we feel strongly 
that a far greater effort should be devoted to the 
field of preventive psychiatry. The projects in 
which we invested time and effort could be devel- 
oped and much expanded for peacetime application. 
The projects that we neglected or left after only a 
feeble beginning should be intensively pursued. 

Since all MHCS’s during World War II 
were located in training centers, demobiliza- 
tion quickly decimated their number. In the 
years between World War II and the Korean 
conflict the great effort to preserve the 
MHCS program was rewarded but poorly 
because of the enormous and obvious prob- 
lems, both concrete and psychological, in- 
herent in demobilization. In January 1950, 
only 2 consultation services remained fully 
operational. 

The early 1950’s were marked by unex- 
ceeded military austerity, of particular se- 
verity in the realm of available physicians. 
During the same period, however, the MHCS 
program, initially almost moribund, waxed 
anew. Today the program thrives and there 
are consultation services at 22 large posts, 
regardless of any training mission, and serv- 


ing half a million troops. Further, preven- 
tive concepts and procedures are firmly fixed 
in Army Regulations which should serve to 
deter regression. If the program is not yet 
fully mature, at least it may be said to be 
adolescent. Perhaps it is not too much to 
hope that prevention will have tenure. 


STATISTICAL EVALUATION 


What then have been the observable effects 
of the MHCS program in recent years? In 
the statistical analysis that follows the opera- 
tion of the MHCS program will be related to 
incidence of psychiatric illness requiring 
hospitalization or productive of noneffective 
ness. 

Such incidence has been affected by many 
factors other than the operation of the 
MHCS program, Combat psychiatric policy 
during the Korean conflict has been previ- 
ously discussed by Peterson and Chambers 
(12, 13) and by Glass (14,15). The orienta- 
tion of army psychiatrists toward treatment 
of the maximum number of individuals as 
outpatients has not been confined to the 
combat situation or to posts having MIICS’s. 
Equally important is the attitude of command 
and staff at all echelons, including the De- 
partments of Army and of Defense, relative 
to utilization of manpower. 

First, let us examine trends in the outpa- 
tient care of psychiatric illness. In the ac- 
companying charts, the rates express counted 
persons or events as they occur per 1,000 
troops, during a given year. In this paper 
the term incidence means the occurrence of 
psychiatric disorders counted because of 
hospitalization or otherwise excused from 
duty. It is not pretended that the term means 
anything more, or actually measures the true 
prevalence of any condition. Figure 1 shows 
the declining psychiatric incidence rates 
against the background of the yearly increase 
in the total army outpatient treatment rates 
from June 1951 through December 1955 
Outpatient treatment rates for neuropsychi- 
atric conditions rose from 107 treatments per 
1,000 troops per year in the last 6 months 
of 1951 to 150 in 1955, a 40% increase in 
44 years. 

During the same period psychiatric inci- 
dence rates diminished from about 30 per 
1,000 troops per year in 1951 to about 13 in 
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1955. Understandably, psychosis, depicted 
by cross-hatched bars, has not contributed 
to the decrease since its incidence has shown 
marked stability for 40 years; apparently 
unaffected by war or peace, degree of so- 
called external stress, or geographical cistri- 
bution of our troops, For practical purposes, 
all discussion of changes in incidence refers 
essentially to nonpsychotic, psychiatric dis- 
orders, We are accustomed to hear that in- 
creased outpatient treatment rate in a popu- 
lation should result in decreased hospitaliza- 
tion, and temporally this has happened, 
although pure cause and effect is not claimed. 
Since the figures regarding incidence are 
for the total army, it is difficult to estimate 
to what degree the operation of the MHCS 
program has contributed to this over-all de- 
cline. Before discussing figures from the 
U. S. alone, it should be of value to examine 
more closely the growth of the MHCS pro- 
gram in the continental United States during 
the past 9 years. In Table 1, the first column 
shows the average number of operating 
MHCS'’s for each year from 1947 through 
1955, the second column shows the number 
of individuals seen—reported as new cases 
each year, the third column, the percentage 
of posts conducting basic training which are 
served by an MHCS, and the fourth column 
the percentage of total U. S. strength at posts 
having an MIHICS. In 1947 there was one 
MHCS operating, in 1950—3, and in 1955— 
19; 1,035 individuals were seen in 1947, 
5,700 in 1950, and 25,600 in 1955. In 1947 
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the posts served by an MHCS constituted 
8% of the posts conducting basic training ; in 
1950, 60% of all such posts had an MHCS 
and since 1951, 100% of all posts with basic 
training have been covered by the MHCS 
program. In 1947 the posts served by an 
MHCS comprised 2% of the total U. S. 
strength ; in 1950 the posts served were 12% 
of such strength and in 1955, 58%. Since the 
time this material was gathered from the re- 
porting MHCS’s 3 additional MHCS’s have 
been established. 

We can best measure the effects of this ex- 
panding program relative to incidence of 
psychiatric illness, by observing the figures 
for patients originating within the continental 
United States only. In Fig. 2 neurological 
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conditions could not easily be excluded but 
they constitute an insignificant admixture to 
the rates shown. The solid line represents 
the incidence of all neuropsychiatric condi- 
tions in the United States from 1944 through 
1955. All rates are number per 1,000 per 
annum excused from duty and are expressed 
to the nearest whole number. In 1944 the 
rate was 36. Between World War II and 
Korea the rate fluctuated between 15 and 25. 
With the outbreak of the Korean conflict the 
rate rose to 26 in 1951 but has gradually 
declined to 17 in 1955. The dotted line shows 
incidence at all posts without MHCS’s from 
1947 to 1955. The slightly lower rates for 
these posts compared with the total rates 
during the early years of this period are be- 
lieved due to the fact that all of the more 
stable nontraining posts were in this group. 
It must be noted that during the later years 
the rate for these posts, finally 100% non- 
training, have been significantly higher than 
the rates for all U. S. posts. 

The broken line represents the neuropsy- 
chiatric incidence rate from 1947 to 1955 at 
those posts with an MHCS. The arabic 
numerals on this line denote the number of 
MHCS'’s in operation and the precentage of 
training posts covered each year. Greatest 
incidence has commonly been found at basic 
training posts, and therefore they had pri- 
ority in the re-establishment of the MHCS 
program. The 2 posts served by MHCS’s in 
1948 and 1949 were among the largest basic 
training posts, and both had experienced high 
incidence rates during World War IT; e.g., 
66 and 40 in 1944. It should come as no 
surprise, therefore, that during the early 
years of our revived program the rates for 
posts with MHCS’s were high, reaching a 
peak of 36 in 1948, when these 2 clinics were 
in operation. The rate in 1950 with 60% of 
the basic training posts served was 30 
whereas in 1951 with 100% of basic training 
posts being covered plus 3 additional posts 
the rate rose slightly to 32. This may seem to 
confirm the frequently expressed opinion that 
psychiatric services tend to increase the num- 
ber of patients requiring hospitalization. 
Such an observation cannot be confirmed on 
the basis of our data if we follow the trend 
in incidence after such services have become 
well established. With the increase in 


MHCS’s—from 9 in 1951 to 14 in 1952— 
and with all basic training posts still being 
served the rate declined to 20. By 1955 when 
19 clinics were operating the rate had de- 
clined further to 15. 

The picture of this declining incidence 
during the past 5 years can be seen in clearer 
perspective if we examine rates for psychi- 
atric conditions alone. In Fig. 3, it has been 
possible to exclude neurological conditions, 
This was not possible in the longer time 
series. It can be observed, however, that the 
same general trends are manifest here as 
were noted in Fig. 2. The solid line again 
represents total U. S. incidence rates for 
psychiatric conditions. The decline has been 
from 20 in 1951 to 13 in 1954 and 1955. The 
dotted line, representing posts without 
MHCS’s, dropped from 18 in 1951, when it 
was lower than both the total post and the 
MHCS post rate, to 15 in 1952. Since that 
time the rate for these posts has remained 
stable at 15. The rate for posts with MHCS’s 
has changed from 28 in 1951 to 17.5 in 1952 
and finally to about 11.5 in 1954 and 1955. 
The posts with MHCS’s during the past 4 
years have consisted of roughly 50% posts 
with basic training and 50% posts without 
such training. At first glance, the relatively 
stable rate of 15 for posts without MHCS’s 
is not unacceptable. However, these rates 
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are still too high when it is realized that most 
individuals on such posts have had_ basic 
training elsewhere and their colleagues with 
psychiatric disorders would theoretically have 
contributed to MHCS post incidence in 
previous years with either improvement or 
discharge. It is believed that this rate could 
be lowered by establishing MHCS’s at certain 
of these posts but most of them are too small 
to staff properly under existing personnel 
ceilings. Despite the manner by which we 
may choose to explain the higher rates for 
posts without MHCS'’s, it is evident that, for 
the past 4 years, those with MHCS’s have 
led the decline in psychiatric incidence in the 
United States. We believe that the decline 
in the rate for all posts in the U. S. is to no 
small degree the result of the operation of 
the MHCS program and the promulgation 
of the preventive principles which this pro- 
gram exemplifies. 

It is recognized that many questions can 
be raised regarding this decline in incidence. 
Probably the most importunate task is to 
search for some explanation as to how or 
where the potential psychiatric patients from 
the same basic population have disappeared. 

The individual who otherwise would con- 
tribute to psychiatric incidence may not be 
inducted, he may be discharged for reasons 
other than psychiatric, may not be seen by 
psychiatrists, or may perform satisfactory 
duty during his period ef service. 

It is difficult to evaluate the reported re- 
jections at the time of induction on any time 
series, Criteria for rejection for psychiatric 
reasons or for failure to pass mental tests 
have varied widely during the past 2 decades. 
We do know that 6% of all men examined 
during World War II were rejected by rea- 
son of psychiatric illness while only 2% 
were rejected for such reason during the 
period from 1950 to 1954. However, when 
figures for rejection for mental test failure 
are added to both groups the picture becomes 
most confusing. So far we have been un- 
able to evaluate the many variables involved 
in such rejection. Until some method can 
be found to disentangle these factors we pre- 
fer to agree with Berlien(16) who, when 
reporting on psychiatric screening stated: 
“it is clear that there is little correlation be- 
tween rejection and discharge rates.” 


DisaBiLity SEPARATIONS FoR PsycCHosIs AND Psy- 
CHONEUROSIS FOR TotraL U. S. Army, 1942-1954 
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It is fair to ask whether individuals, who 
in the past would have found their way into 
hospital channels for psychiatric reasons, are 
now being discharged for causes other than 
psychiatric. Figure 4 shows the declining dis- 
charge rates expressed in number per 1,000 
per annum for psychosis and for psycho- 
neurosis during the period from 1942 through 
1954. Note that the rate was 18 in 1943 and 
has gradually declined to 2 in 1954. Figure 
5 shows the combined discharge rate for 
psychiatric and administrative reasons in 3 
periods: first for 1942 through 1946, next 


SEPARATION OF ENLISTED MEN FoR PSYCHIATRIC 
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(Unvitness, INAPTITUDE) 
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for 1947 through 1949, and lastly for 1950 
through 1953. The administrative rates for 
the middle period reflect the policy of elimi- 
nating a maximum number of so-called 
“marginal manpower” during times of peace 
in an attempt to build a strong cadre army. 
However, when we compare the figures for 
the first period with those for the last, we can 
see that the lessened rate for discharge by 
reason of psychosis or psychoneurosis has 
not been compensated for by any significant 
increase in administrative discharges. Figure 
6 shows again the discharge rate for psychi- 
atric reasons in comparison with medical 
discharge rates for all non-battle causes, ex- 
cluding psychiatric. These rates declined 
from 14 and 37 in 1945 to 2 and 7 in 1954. It 
is obvious that the reduction in psychiatric 
discharges has not been compensated for by 
an increase in other non-battle discharges. 
The modification of both rates is due to cur- 
rent policy which relates medical discharge 
to functional impairment and actual disability 
rather than to abstract diagnosis. We can- 
not claim that army psychiatrists are seeing 
everyone with any serious degree of psycho- 
pathology. Yet it should be of interest to 
note that while 63,000 patients of U. S. 
origin were admitted to continental U. S. 
hospitals for psychiatric reasons during the 
past 5 years, more than 107,000 individuals 
were seen by the MHCS'’s alone. 

We would like to conclude that the pre- 
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ventive psychiatric MHCS program has en- 
abled individuals, who, on the basis of past 
experience, would be expected to be psychi- 
atric patients, to perform satisfactory service. 
To date our information is extremely limited, 
but seems to show a trend in that direction. 
It seems reasonable that individuals who are 
enabled to fulfill their responsibility ade- 
quately in the military setting should enjoy 
an improved chance of success in future 
environments, either military or civilian. 

Whatever success the MHCS program has 
had in the army is, in large measure, due to 
the more than 100 reserve and regular army 
psychiatrists who, working in MHCS’s with 
psychologists and social workers, have added 
to the growth of preventive psychiatry. Their 
efforts would not have been possible, how- 
ever, were it not for the imaginative thinking 
of psychiatrists in positions of responsibility 
during World War II. The program has con- 
sistently gained impetus during periods of 
war, but has been difficult to maintain in 
times of peace. If prevention is to have tenure 
every effort must be made to keep the MHCS 
as a program, a policy, and as a concept. 


SUMMARY 


1. The importance of outpatient psychi- 
atric treatment, properly emphasized in 
World War I and again in World War II, 
required re-emphasis during the Korean con- 
flict. 

2. A Mental Hygiene Consultation Service 
Program—long required, but difficult to 
maintain in past periods of peace—has, sub- 
sequent to the Korean conflict, been main- 
tained and expanded, and constitutes one of 
the major contributing elements of psychiatry 
in the army. 

3. Expansion of the MIICS program has 
been accompanied by a reduction of incidence 
rates due to disabling psychiatric illness. 
Further study may some day allow us to 
demonstrate more clearly the benefits to those 
evaluated and treated in such a setting. 

4. In time of peace, every effort must be 
expended to insure continuation of this pre- 
ventive program. 


BIBLIOGRAPHY 


1. Lemkau, Paul V. Mental Hygiene in Public 
Health. New York: McGraw-Hill, 1955. 
2. Bowen, Albert S. The Medical Department of 


| 
¥ 
4) 
4 
Z 
+ 
; 
a 
Fic. 6 


794 


ARMY MENTAL HYGIENE CONSULTATION SERVICE 


Mar. 


the United States Army in the World War, Vol. 
IV. Washington: U. S. Government Printing 
Office, 1928. 

3. Guttmacher, Manfred S. Am. J. Psychiat., 
102 : 735, May 1946. 

4. Perkins, Marvin E. U. S. Army Medical De- 
partment. Preventive Medicine in World War II, 
Vol. III, Chap. VI. Office of The Surgeon General, 
Department of the Army, 1955. 

5. Silber, Earle. U. S. Armed Forces Med. J., 
5: 1340, Sept. 1954. 

6. Weiss, James M. A., Hill, Wm. C., and Boyer, 
John L., Jr. Ment. Hyg., 38: 604, Oct. 1954. 

7. Weiss, James M. A. Mil. Med., 118: 95, Feb. 
1956. 

8. Shulman, Bernard H., and Myers, Norman E. 
U. S. Armed Forces Med. J., §: 1657, Nov. 1954. 


9. Barritt, Clay F., and Kern, Richard P. U. S. 
Armed Forces Med. J., 6: 1011, July 1955. 

10. Clements, Ralph W., Wiest, Bernard J., and 
Gleason, Walter J. U. S. Armed Forces Med. J., 
6: 1136, Aug. 1955. 

11. Menninger, William C. Psychiatry in a 
Troubled World. New York: Macmillan, 1948. 

12. Peterson, Donald B., and Chambers, Rawley 
E. Am. J. Psychiat., 109: 249, Oct. 1952. 

13. Peterson, Donald B. Am. J. Psychiat., 112: 
23, July 1955. 

14. Glass, Albert J. U. S. Armed Forces Med. J. 
4: 1387, Oct. 1953. 

15. ———. I[bid., 4: 1563, Nov. 1953. 

16. Berlien, Ivan C. Am. J. Psychiat., 111: 91, 
Aug. 1954. 


| 
4 
~ 
a 
ad 
ie 


The department of psychiatry of McGill 
University in Montreal has, in the past 2 
years, initiated a mental health activity which 
has been named the Well-Being Clinic. This 
project has been carried on through the Allan 
Memorial Institute of the Royal Victoria 
Hospital, the Mental Hygiene Institute, and 
the University Extension Department, and 
in collaboration with two Red Feather Agen- 
cies—the Y.W.C.A. and the Dispensary. 

This preliminary report gives some details 
of its development, outlines the manner in 
which the service operates, summarizes re- 
sults so far obtained, and discusses basic 
assumptions underlying its conception. 

The name “Well-Being Clinic” was sug- 
gested by the statement in the manifesto 
of the World Health Organization: “Health 
is a state of complete, physical, mental and 
social well-being and not merely the absence 
of disease or infirmity.” The primary aim 
of the service is to offer the ordinary citizen 
a routine periodic check-up of his mental 
health just as the earlier-established Well- 
Baby and Well-Woman Clinics offer routine 
check-ups of physical health. 

There are 2 Well-Being Clinics presently 
in operation in Montreal. One is at the 
Allan Memorial Institute of the Royal Vic- 
toria Hospital, and the other at the central 
division of the Y.W.C.A. Both are staffed 
by members of the social service department 
of the Royal Victoria Hospital and both are 
served by a consultant psychiatrist from the 
department of psychiatry, McGill University. 


ORIGINS OF THE IDEA 


The “Well-Being Clinic” had its beginning 
in the interest of the Montreal Y.W.C.A. in 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, April 
May 4, 1956. 

2From the department of psychiatry, McGill 
University, 531 Pine Ave. West, Montreal, P. Q., 
Canada. 


THE WELL-BEING CLINIC: A STUDY OF THE EFFECTIVE- 
NESS OF AN ATTEMPT TO PROVIDE ROUTINE MENTAL 
HEALTH CHECK-UPS FOR COMMUNITY GROUPS 


A. W. MacLEOD, M.D., B. SILVERMAN, M.D., ann PHYLLIS POLAND 2 
MonTREAL, CANADA 


the problem of overweight in young women. 
The Y.W.C.A. called in the Diet Dispensary 
to collaborate on a program offering keep-fit 
exercises and lectures on how and what to 
eat. It soon became apparent that obesity was 
often as much a psychological as a caloric 
problem, that many overweight girls also 
suffered from some degree of social malad- 
justment or deprivation. At this stage, the 
Mental Hygiene Institute was asked to as- 
sume responsibility for developing the pro- 
gram further to include factors relating to 
mental health. 

A series of lectures on mental health and 
a course of group-therapy sessions entitled 
“Adjustment to Living” was the next devel- 
opment. This, in turn, was followed by a 
program entitled “The Health and Charm 
Course.” The objective of which was to 
provide help in the practical details of modern 
urban living through a series of seminars 
conducted by experts in such diverse fields 
as budgeting, hostess duties, public speaking, 
art appreciation, marriage counselling, 
clothes and hair-styling, home nursing, recre- 
ation, and community organization. During 
these several programs the idea of the “Well- 
Being Clinic” was gradually taking shape as 
providing an integrated needed service to 
normal people who are coping with the 
stresses and problems of normal living. 

A similiar educational program, organized 
by the extension department of McGill Uni- 
versity under the title “Understanding Our- 
selves,” and reaching a wider public, pro- 
vided a second interest-group to which the 
“Well-Being Clinic” idea could be introduced 
as a logical extension. This McGill course 
currently consists of 15 weekly 2-hour 
periods. During the first hour, the presenta- 
tion of a mental health film is followed by 
a half-hour lecture on the relation between 
the mental mechanisms demonstrated in the 
film and the problems of emotional interplay 
and adjustment in everyday life. 

During the second hour, the main group 
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is divided into subgroups of not more than 
20 persons under the chairmanship of mental 
health experts from the department of psy 
chiatry and the School of Social Work of 
MeGill University. Solutions to personal 
emotional problems are sought through group 
discussion, role-playing, and psychological 
interpretation. Because of the content of 
these courses, it is hoped that those who use 
the clinic will bring to their first interview 
some understanding of the role the clinic can 
play in promoting better mental health. 


CLINIC OPERATION 


When a person registers at the clinic he is 
reminded of 3 things: (1) the initial inter- 
view will not be carried out by a doctor but 
by a qualified psychiatric social worker ; (2) 
the purpose of the examination will be to 
assess the registrant’s state of health in terms 
of ability to live an adequate life; and (3) 
the clinic in itself will offer no diagnostic 
or treatment facilities but will accept re- 
sponsibility for referral if problems are dis- 
closed that call for further exploration or 
help. 

In essence the Well-Being Clinic gives the 
individual the opportunity to sit down for an 
hour’s private conversation with an inter- 
ested, experienced worker in the mental 
health field. He is given the chance to hear 
himself as he outlines his daily activities. He 
is helped to assess realistically his ability to 
derive satisfaction and adequate financial re- 
turn from his work, to handle his personal 
emotional problems effectively, to achieve 
and maintain happiness in marriage and 
family life, and to play a meaningful role 
in the community around him. 

A detailed record is kept of the content 
of each interview. For purposes of record- 
ing, a rating scale is in the process of de- 
velopment. There are necessarily many 
theoretical and practical difficulties to be 
overcome before a satisfactory scale can be 
evolved, The organizers of the Clinic are 
well aware that the present system of record- 
ing and rating leaves much to be desired but 
they are hopeful that, following the lead 
offered by the Barrabee-Finesinger Norma- 
tive Social Adjustment Scale(1), further 
improvement will be made. 

The purpose of the initial interview is ap- 


praisal, not primarily to find out whether 
p-oblems exist—everybody has problems— 
but to see how problems are being handled. 
If, in the opinion of the clinic worker, the 
individual is grappling effectively with his 
personal ration of environmental difficulties 
and personal frustrations, his mental health 
is considered adequate for his needs, and he 
is told so. 

As would be expected, some individuals 
have problems of personal and social adjust- 
ment that are temporarily beyond their ability 
to handle effectively. As such problems come 
to light, they are tentatively identified and 
the case is referred to the consultant psychi- 
atrist (or to the agency or service) for fur- 
ther evaluation. Following this evaluation, 
it is decided how and where the individual 
can obtain further help. 


THE FIRST HUNDRED APPLICANTS 


As a guide in assessing the work of the 
clinic and as a help in directing future plan- 
ning, the first 100 cases seen have been 
studied and classified, and 3 broad categories 
established: (1) the essentially healthy, (2) 
the relatively healthy who are unnecessarily 
handicapped by personal or social problems, 
and (3) the seriously impaired. 

Category One.—These individuals were 
defined as essentially healthy. They gave evi- 
dence of having handled their problems ef- 
fectively in the past, demonstrated in inter- 
view that they had a realistic appreciation of 
their present life situation, and revealed that 
they were actively seeking solutions and mak- 
ing progress in solving current difficulties. 
The clinic staff was able to help them define 
some of their problems more clearly, to evalu- 
ate their level of effectiveness in mental 
health terms, and to arrive at an assessment 
of sound mental health. 

Forty-eight of the first 100 persons inter- 
viewed were classified in Category One. The 
percentage thus classified as _ essentially 
healthy increased progressively during the 
first hundred interviews. As this increase 
could not be traced to any relevant change 
in the composition of the groups to whom the 
service was offered, it must be attributed to 
a positive shift in the scale of evaluations. 
It has been widely observed that professional 
training in the health field predisposes prac- 
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titioners to look for and focus on the aber- 
rant or abnormal, to underestimate the posi- 
tive terms in the equation of health. As Blau 
(2) has remarked: “the historical tendency 
of medicine to focus on disease has obscured 
the fact that health is the main goal of ther- 
apy and that it too is the object of treat- 
ment.” This unavoidable bias in the direction 
of diagnosing disease rather than health of 
seemingly affected the techniques and rating 
methods of clinic staff and consultants less 
and less as their “well-being” orientation in- 
creased. It can be reasonably speculated that 
future ratings may include even higher per- 
centages in the essentially health category. 
Category Two.—The 36 individuals in this 
group were assessed as essentially healthy 
people who were unnecessarily handicapped 
by problems that could be benefitted by re- 
ferral to available community psychiatric, 
medical, or social agencies, That these men- 
tal health problems came to light as a result 
of the clinic interview speaks in favor of its 
usefulness as a screening device for the early 
detection of treatable cases of personal and 
social maladjustment. The cases included 
states of anxiety and depression, emotional 
problems centering around employment 
where either promotion, dismissal, or retire- 
ment were expected but not planned for, 
family conflict over the management of emo- 
tionally-disturbed or mentally defective chil- 
dren, marital maladjustment, and feelings of 
social isolation. The following are examples : 


Miss E., a 45-year-old woman, has been a Civil 
Service stenographer for 25 years. She has reached 
the top position and salary in her job with no further 
prospect of advancement. Her only living relative 
is a married sister in another part of the country. 
She lives alone in a small apartment and has no 
friends. Her usual routine is to go home after work, 
make her dinner, do her housework, and prepare 
for her next day's work. Her only outside activity 
is to attend a concert or a lecture once or twice a 
month. She gets depressed easily and feels that un- 
less she can find some interesting social activity she 
can share with others, she may soon have a mental 
breakdown. 

Mrs. C., 39, has 3 children, the eldest of whom 
is mentally defective. Her husband’s earnings are 
not sufficient to pay for the treatment that has been 
recommended so Mrs. C. is working. She has man- 
aged to make arrangements for the daytime care of 
her 2 younger children. She is nervous and worried 
as to whether she is doing the right thing for her 
family and is seeking some new approach to her 
present dilemna. 


Miss D., a 30-year-old woman, has asthma and 
deep emotional problems in regard to her feminine 
role and parental relationships. Despite her attempt 
to solve these problems by obtaining high educa- 
tional qualifications which enable her to do work 
giving her status and prestige, she remains de- 
pressed and lonely and has been unable to form emo- 
tionally satisfying relationships with those around 
her. Up till now she has shied away from psychi- 
atric help but wonders what she should do in the 
near future. 


Category Three.—The 10 persons in this 
group appeared to be functioning on the bor- 
derline, with serious problems in nearly all 
major areas of their lives. Typically they 
presented a picture of life-long social and 
emotional deprivation and maladjustment. 
For this group, the usefulness of existing 
community psychiatric, medical, and social 
agency resources had already been exhausted. 

Unclassified —Six individuals were un- 
classifiable on the information available. 
Some decided not to reveal their problems. 
Others who obviously needed further psy- 
chiatric evaluation refused to seek it. 


COMPOSITION OF SAMPLE 


Of the 100 applicants, 85 were women, 15 
men, The high percentage of women is ac- 
counted for, in part, by the fact that the 
popular Y.W.C.A. course in mental health 
provided the major field of clinic operation. 
Nearly 75% of the group were between the 
ages of 20 to 39 years. Occupations included 
housewives, office workers, professionals, 
business men and women, students, and do- 
mestic workers. 

Disposition of Cases.—Among the 100 
cases, a total of 55 referrals were recom- 
mended. Psychiatric referral was recom- 
mended in 30 cases and acted upon in 21 
cases. Of this number, 8 were directed to 
private psychiatrists, 8 to psychiatric clinics, 
and 5, who had had previous psychiatric 
treatment, to their own psychiatrists. 

There were 6 referrals to physicians for 
physical complaints, and 9 to social agencies 
such as the marriage counselling service, the 
vocational guidance service, and the com- 
munity recreational agencies. Another 7 were 
referred for group psychotherapy; 3 were 
advised to return to the clinic for further 
evaluation in a few months’ time. 
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BASIC ASSUMPTIONS 


It could be argued that the development of 
a mental health service such as the “Well- 
seing Clinic” must be based on inadequately 
validated hypotheses. As Eaton(3) insists 
“Mental Health as a scientific concept does 
not now exist” and Jahoda(4) has stated 
“There exists no psychologically meaningful 
and from the point of view of research, op- 
erationally useful description of what is com- 
monly understood to constitute mental 
health.” Yet, mental illness is real enough. 
And both the pressure of public opinion and 
the desire of mental health workers to under- 
take preventive and early-detection programs 
argue for new experimental services founded 
on present knowledge, incomplete as it is. 

lew will deny that at the core of an indi- 
vidual’s social and personal maladjustment 
there lie handicaps of unmastered, uncon- 
scious, intrapsychic conflicts arising from the 
earliest life experiences. Psychoanalysis re- 
mains the therapy of choice for the treatment 
of such problems. Yet: what hope is there 
that such specialized services can be made 
available in the near future to the community 
at large? As actively expanding as our pres- 
ent psychiatric resources are, and as effective 
as psychotherapy and the physical and phar- 
macological methods of treatment have 
proved to be, it must be admitted that they 
frequently are unable to do as much as one 
would wish in the general improvement of 
community mental health. Thus until such 
services become more adequate, other hope- 
ful approaches must be made on the basis of 
certain well-founded assumptions. 

One such assumption underlying the work 
of the Well-Being Clinic is the concept that 
health is dynamic rather than static. The 
term term “health” denotes a skill in main- 
taining desired values at biological, psycho- 
logical, and social levels of human organiza- 
tion. This view of health as a human skill 
implies that it can be taught, learned, and im- 
proved through practice ; it also implies that 
mental health can be impaired in 2 ways: 
(1) through failure of the community to or- 
ganize itself in such a way as to provide emo- 
tionally satisfying, socially acceptable activi- 
ties for a wide diversity of personalities ; 
(2) through failure or inability of the indi- 


vidual to make use of such opportunities 
when they are provided. 

Another basic assumption is that health is 
relative. “Healthier” and “healthiest” convey 
more precise meanings than “health” ; no one 
is 100% well, and no one is 100% ill. Health 
is the resultant of a way of living that devel- 
ops the ability to react appropriately to psy- 
chologcial stress and environment difficulties 
of all kinds, It has been pointed out, for ex- 
ample, that the healthier of 2 individuals is 
the one who has the greater ability to main- 
tain an even temper, an alert intelligence and 
a happy disposition in the face of comparable 
frustrations. Those who face their problems 
squarely, perceiving them with the least sub- 
jective distortion, and who seek and imple- 
ment possible solutions, show a healthier re- 
action than those who passively accept failure 
or who retain a sense of the urgency of a 
problem but make no adequate attempts to 
solve it. The more a person knows himself 
and is himself, the healthier he is. 

Implicit in the development of the Well- 
Being Clinic is the conviction that mental 
hygiene activities must be educational and 
community-wide to be fully effective. They 
must be aimed not only at prompt detection 
and treatment but also at prevention. An ob- 
jective must be the modifying of life condi- 
tions to lessen the incidence of ill health and 
to protect the health of susceptible individu- 
als closely related to the overtly or potentially 
sick. The development of a Well-Being 
Clinic is not enough. It must be part of a 
network of well-organized and voluntary 
agencies, health and hospital services. 

The concept of social isolation as an etio- 
logical factor in mental ill health is another 
basic assumption. Bowlby(5), in his report 
to the World Health Organization entitled 
“Maternal Care and Mental Health,” conclu- 
sively documented the long-range, crippling 
effect of early maternal deprivation—a form 
of social isolation. Hebb(6) and his co-work- 
ers at McGill University have demonstrated 
the emergence of behavior reminiscent of 
that seen in cases of psychotic breakdown 
in normal university students subjected to 
marked degrees of social and sensory depri- 
vation. Perhaps of as much importance, as 
far as the community is concerned, is the evi- 
dence of various psychosocial studies that so- 
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cial isolation in the “here and now” life of 
adult individuals can impair the effectiveness 
of the role they play in the community. 

Of particular interest is the problem cre- 
ated by the sense of social isolation that de- 
velops in the mind of the still-active worker 
who has been forced into the relative inac- 
tivity of retirement because of company re- 
tirement policy. Or again, there is the prob- 
lem of the aged and infirm, the returned 
convict, the partially cured physical or mental 
invalid in need of more rehabilitation than 
present services offer, and the relatively in- 
adequate individuals who need help and guid- 
ance before they can become participating 
members of the community. 


OBSERVATIONS FROM “CLINIC” EXPERIENCE 


The staff of the Well-Being Clinic were 
early struck by the number of individuals 
who said during the interview that they felt 
isolated from the social life and the recrea- 
tional activities of the community. In some 
cases, environmental difficulties did in reality 
exist. A young girl, an office worker, had 
moved into Montreal from another province 
with her parents a few years ago. Her par- 
ents had died; she moved to a single-room 
apartment in the suburbs. All she could do 
was to travel to work and keep going during 
the day. At night she was too exhausted to 
make the extra effort to find a suitable niche 
for herself in the community. 

Other cases came from rapidly growing 
suburban areas where there had not yet been 
time to develop adequate, organized social 
and recreational facilities. In this respect the 
findings of the Well-Being Clinic supported 
Burgess’(7) view that a high degree of social 
organization is associated with good mental 
health while a low degree of social organiza- 
tion is correlated with a high rate of mental 
disorders and of social problems. However, 
even in communities that appeared, on the 
surface at least, to be well organized and to 
offer many emotionally satisfying, socially ac- 
ceptable outlets for group activity, there were 
found individuals who for one reason or an- 
other were unable to find a meaningful social 
role for themselves without additional help. 
The clinic evidence pointed to the possibility 
of such individuals suffering in silence for a 


long time before their deteriorating mental 
health brought them to the notice of existing 
health resources. 


SUMMARY 


The existence of a Well-Being Clinic 
should in itself be an encouragement to peo- 
ple to seek help in emotional problems. The 
positive health orientation of the clinic les- 
sens the likelihood of those exploring the 
state of their mental health being labelled 
“neurotic.” It should help relieve chronic 
and often unnecessary concern about mental 
health derived from the public’s misinterpre- 
tation of well-intentioned mental health 
propaganda. It should help in the early detec- 
tion of mental illnesses and social maladjust- 
ment thus making early treatment possible. 
And it should make useful contributions to 
the field of psychiatric research by assisting 
in the assessment of the effectiveness of ex- 
isting treatment resources and perhaps by 
identifying as yet unrecognized disturbed hu- 
man relationships. 

On the negative side it can be said that the 
clinic may bring to light many cases for 
whom there is at present no therapeutic re- 
source, and that it may miss many cases of 
early illness. The degree of effectiveness of 
the initial screening interview may roughly 
parallel that obtained in mass radiography of 
the chest in the field of preventive public 
health. Yet compared with a community in 
which a Well-Being Clinic does not exist, it 
can be argued that Montreal has set in motion 
a promising venture. The idea of the Well- 
Being Clinic has been favorably received in 
Montreal. Professional and industrial or- 
ganizations have shown an interest in setting 
up further clinics adapted to their particular 
needs. Outlying communities have expressed 
similar interest. 

The clinics in Montreal have remained fi- 
nancially self-supporting. And the 2 group 
programs to which they were attached had 
over the past year a paying enrolment of 200 
persons, The clinics, therefore, have not been 
a costly experiment. 

Remembering that in the final analyses 
it is the well people of the community who 
must carry the burden of the ill, and this is 
by no means only a financial burden, it is of 
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paramount importance that experimentation 
should go forward in the direction of keeping 
the healthy as healthy as possible. 
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DISCUSSION 


jack R. Ewart, M.D. (Boston, Mass.).—The 
authors have ably pointed out the reasonableness 
of having some type of facility in which the ordinary 
citizen can have a routine, periodic check-up of his 


mental health. Their solution to this problem is an 
ingenious one and they clearly outline the phases 
of their thinking. They have combined in abbrevi- 
ated form the educational advantages of mental 
health films with an explanatory session, and have 
followed this by a modified type of group therapy 
with an emphasis on education and, if you like, 
mental health promotion functions. The orientation 
of attempting to determine how an individual’s prob- 
lems are being handled rather than trying to find 
whether or not problems exist, seems most pro- 
ductive. The author’s conviction that in mental hy- 
giene or mental health promotion activities must 
be educational and community-wide to be fully ef- 
fective can be accepted with only minor reserva- 
tions, these reservations involving only the term 
fully effective. Certainly with available personnel 
and time it is the most effective approach. We also 
concur in their assumption that the existence of 
such a clinic will, in itself, encourage people to seck 
help in emotional problems. 

The clinic has one further advantage not pointed 
out by the authors, namely, it also serves as an early 
detection center for persons with more serious dis- 
orders who need referral to a therapeutic clinic. 
Perhaps the greatest compliment one can pay a 
colleague is to borrow his ideas and give him credit, 
or perhaps even more, to steal his ideas and take 
credit for them yourself. In this category we have 
taken from the authors their concept of a Well- 
Being Clinic and are incorporating it into our 
community mental health program. It is not nearly 
so well developed as theirs and along somewhat 
different lines. We only hope that it will prove 
as useful to the community. 
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A PROGRAM FOR “SEXUAL PSYCHOPATHS” IN A STATE 
MENTAL HOSPITAL? 


DANIEL LIEBERMAN, M. D.,? Tacmace, Cauir., BENJAMIN A. SIEGEL, Pu. D.,* Acnew, Cauir. 


INTRODUCTION 


At this stage of knowledge in the contro- 
versial field of sexual psychopathy, data and 
conclusions are vitally needed. Programs for 
sex offenders are expensive; California 
recently erected a maximum security state 
hospital at the cost of $12,000,000 and our 
experience is that two-thirds of its bed ca- 
pacity(1) is for the sex offender. This hospi- 
tal’s future budgetary needs for the mainte- 
nance of 650 sex offenders add up to over a 
million dollars a year. The financial losses 
suffered by the families of these sex offend- 
ers, the deprivations and consequences that 
cannot be estimated in economic terms pose 
a challenge to society to find and to apply pre- 
ventative and treatment measures in this 
emotionally charged area of human relation- 
ships. 

Therefore, any significant information is 
of importance to those charged with adminis- 
tering sex programs, or contemplating doing 
so. A review of the literature reveals few 
studies relating to the actual care and treat- 
ment of sex offenders as reported by state 
hospitals. 

Until the new facility at Atascadero was 
opened in the autumn of 1954, the California 
Superior Courts committed “sez:ual psycho- 
path” observation and treatment cases to 2 
facilities in the State Department of Mental 
Hygiene. Metropolitan State Hospital re- 
ceived cases from the southern half of the 
state, while Mendocino State Hospital was 
designated to receive cases from the northern 
half. 

This study is based upon data from the 
‘sexual psychopath” program at Mendocino, 
which is located in a rural setting about 110 
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miles north of San Francisco. Specifically 
the report is concerned with the 2-year period 
beginning July 1, 1952, and ending June 30, 
1954- 


ELEMENTS OF CALIFORNIA “SEXUAL PSY- 
CHOPATH” PROGRAM 


Although criminal sex statutes have been 
in the law for many years, the introduction 
of special psychiatric programs to deal with 
the sex offender is recent in this country. IIli- 
nois was the first state to enact a “sexual 
psychopath” law in 1939. As of February 1, 
1953, special “sexual psychopath” legislation 
was reported by 23 states and the District of 
Columbia (2). 

In California, laws providing for the psy- 
chiatric evaluation and treatment of sex of- 
fenders were passed in 1939, and substan- 
tially revised in 1949. The California statute 
(Sections 5500 and 5600) of the Welfare 
and Institutions Code contains these 6 salient 
elements (2). 

1. Determining whether the offender is a 
“sexual psychopath” as defined by law: To 
qualify, the offender has to be affected with 
(a) a predisposition to the commission of 
sexual offenses and (b) in a degree constitut- 
ing him a menace to the health or safety of 
others and (c) with any of the following con- 
ditions: mental disease or disorder (exclud- 
ing psychosis and mental deficiency), psycho- 
pathic personality or marked departures from 
normal mentality. 

2. The basis of jurisdiction: Commitment 
under this statute depends upon the plea of 
guilty or conviction for a criminl offense, 
which need not be a sex offense. The pro- 
ceedings under the original offense are set 
aside and no sentence imposed in order to 
proceed with determination of sexual psy- 
chopathy. However, the statute does not ap- 
ply to any person sentenced to death, or con- 
victed of an offense the punishment for 
which may be death. 

3. Medical examination and qualification 
of examiners: Two or three psychiatrists are 


Ror 


3 


PROGRAM FOR “ 
employed by the court in a preliminary diag- 
nosis screening process to determine sexual 
psychopathy. These consultants, one of 
whom must be a state hospital psychiatrist, 
are required to possess at least 5 years of 
psychiatric experience. If there is a finding 
of sexual psychopathy by the court after 
hearing the reports of the court-appointed 
psychiatrists, the offender is committed to a 
state hospital that specializes in this type of 
case for a period of go days. This observa- 
tion period enables an expert psychiatric 
team to arrive at the determination of sexual 
psychopathy after thorough and careful per- 
sonality assessment. 

4. Disposition of the offender, if found to 
be a “sexual psychopath” by the state hospi- 
tal: The court may commit the person to a 
state hospital facility for treatment, if the 
state hospital has included in its recommen- 
dation an opinion that the offender will be 
benefited by treatment. If the hospital’s find- 
ings are that the patient is a “‘sexual psycho- 
path” but not amenable to treatment the court 
will usually proceed on the legal merits of the 
case. If the court acts in accordance with the 
hospital’s findings of sexual psychopathy and 
the hospital’s request for the return of the 
individual for treatment, a new commitment 
is issued which is for an indeterminate pe- 
riod. The offender remains in the custody of 
the Department of Mental Hygiene until it is 
believed that he has improved and can be re- 
stored to society or it is found he will not 
benefit from further treatment. 

5. Procedure for release from the hospital : 
Release proceedings are usually initiated by 
the superintendent of the hospital. He certi- 
fies to the admitting court that the patient is 
no longer a menace to the health and safety 
of others, and requests the court to call for 
the patient. If the patient is not found im- 
proved by the treatment and is still regarded 
as a menace, the superintendent can recom- 
mend confinement in a penal institution. The 
final disposition is made by the court and, as 
in the initial step of diagnosis, the court is not 
bound by the hospital’s recommendations. 

6. Voluntary commitment procedure for 
early care and treatment: A little known as- 
pect of the California statute is the section 
providing a noncriminal commitment on a 
voluntary basas of individuals who are po- 
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TABLE 1 


Kinps or Orrenses In Wuicn 284 “Sexuar Psy- 
CHOPATHS” Were INVOLVED 


Number Percent 
Pedophilia (under age 14)..... 148 52 
Other homosexuality (over 14). 35 12 
Rape (forcible, attempted and 
I 
Voyeurism, fetishism, bestiality. 10 4 


tential sex offenders. This measure was 
advanced to exercise prevention but is un- 
fortunately little used at present. State-wide 
statistics show 37 cases admitted under the 
voluntary commitment law from the fall of 
1949 through June of 1953, in contrast to 
687 cases admitted on an indeterminate basis 
during the same period(3). At Mendocino, 4 
individuals were committed during the 2-year 
period ending June 30, 1954. Only 2 were 
good treatment candidates and remained in 
therapy for at least a year. 

What are the types of sex crime perpe- 
trated by the offender who eventually be- 
comes a state hospital patient? Table 1 in- 
cludes 284 cases which were received or dis- 
posed of during the 2-year period. 

The breakdown of the categories in Table 
2 is not completely satisfactory. The offenses 
are based upon the specific statutory violation 
and are not clearly exclusive. Some of the 
incest cases could be listed under pedophilia. 
It should be noted that pedophilia is the most 
common sex offense, being responsible for 
more than half of all the cases. In order to 
obtain a more detailed picture of this general 
category, see Table 2 which is designed to 


TABLE 2 


Activity (LimMiTep to CHILDREN 
UNDER AGE 14) 


Total 
With With Per- 
Girls Boys Total cent 


Masturbation and/or 

86 38 124 84 
Oral-genital ........... 7 7 14 10 
Intercourse (including 

intercrural) ........ 9 1 10 6 


102 46 148 100 
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show the range of sex activity. Table 2 
shows that the sex offender used girls under 
14 in two-thirds of the cases, but also shows 
that most of the sex activity was confined to 
what is thought of as sex foreplay. Coitus 
was not usually a goal. 


OBSERVATION PHASE OF SEX PROGRAM 


After the program had been functioning 
and stabilized, the average annual admision 
of observation cases for Mendocino was 
found to be about 100: for the 2 fiscal years 
ending June 30, 1954, the total was 293 (108 
for the year, July 1, 1952-June 30, 1953, and 
95 for the year July 1, 1953-June 30, 1954). 

Since Mendocino serviced 40% of the 12 
million population of California, this implied 
that, statistically speaking, the hospital could 
expect to receive one sex offender for diag- 
nosis for every 50,000 people. This crude in- 
dex is derived from the peculiar and unique 
characteristics of the California sex legisla- 
tion, the vigilance and zeal of law enforce- 
ment agencies, and other sociological factors 
beyond the scope of this paper. It, neverthe- 
less, is a yardstick which might be of interest 
to those states whose socio-economic struc- 
ture is similar to that of the northern half of 
California, 

On the basis of this admission load, the 
hospital had to plan for 8 to g admissions per 
month. However, the admission rate fluctu- 
ated with the seasons, The lowest influx oc- 
cured during the winter months of January 
through March (see Table 3). These findings 
tend to confirm the impression that there is a 
relationship between the seasonal factor and 
the incidence of sex offenses. 

In order to meet demands for beds in the 
hospital for the sex program, it was essential 
to expedite the processing of the observation 


TABLE 3 


QUARTERLY ADMISSIONS FoR Two 
Fiscat Years ENpING JUNE 30, 1954 


(Total 203) 


1952-1953 1953-1954 
July-September ............ 27 31 
October-December ..... ~ 2 27 
19 12 


cases in the go-day period. Initial psychiatric 
work-up, consisting of psychiatric examina- 
tion, the compiling of extensive social service 
data and psychological testing, was in most 
cases completed by the end of the first month, 
and the patient was seen in medical staff con- 
ference at the mid-point of his observation 
period, about the sixth week of his stay. The 
hospital was able to discharge about 25 obser- 
ration cases every 3 months, thus stabilizing 
its annual admissions and discharges in the 
observation phase of the program. An opti- 
mal figure for a resident population load for 
observation cases was about 25. 

One of every 2 cases sent in by the courts 
with the preliminary diagnosis of “sexual 
psychopath” was, as a result of the observa- 
tion period, not recommended for recommit- 
ment. The hospital rejections fall into 2 cate- 
gories: (1) The staff fails to concur with 
the initial diagnostic finding of sexual psy- 
chopathy ; and (2) it concurs with the diag- 
nosis but rejects the sex offender because he 
is a very poor candidate for psychiatric treat- 
ment in a state hospital(3). 

During the 2-year period ending June 30, 
1954, Mendocino diagnosed as “sexual psy- 
chopaths” amenable to treatment 96 out of 
203 admissions. This finding of almost 507% 
coincides with the experience of the southern 
California facility, where slightly more than 
half of those who had been on observation 
were recommended for recommitment on an 
indeterminate status for treatment(4); 70 
of the 107 rejected were found not to be 
“sexual psychopaths.” The remaining 37 
were found to be “sexual psychopaths” but 
not amenable to treatment and returned to 
the court for legal disposition (see Table 4). 

Table 4 supports the value of the 90-day 
observation period ; a longer period of obser- 
vation and a staff that has expert knowledge 
are 2 important advantages at the disposal 
of the hospital. When there is doubt as to 


TABLE 4 


Disposition oF 203 Apmissions Durtinc Two 
Fisca YeArs, ENDING JUNE 30, 1954 


Found to be “sexual psychopaths” .......... 06 

Found not to be “sexual psychopaths” ........ 70 

“Sexual psychopath” but not amenable to 
37 
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whether « patient diagnosed as a “sexual psy- 
chopath” will benefit from the treatment, the 
hospital usually recommends commitment so 
that a trial period of treatment can be insti- 
tuted. However, an offender who is an incor- 
rigible “psychopath” with a long history of 
criminality and sex deviation can be consid- 
ered as not amenable to treatment. It will be 
recalled that the psychotic and the mental de- 
fective is also excluded from the program 
by the legal definition of sexual psychopathy. 
At present, more effective screening at the 
court level is resulting in a lesser number of 
rejections by the hospital. 

What sort of psychiatric diagnostic cate- 
gory does the sex offender fall into? For 
comparative purposes, we used the schema 
outlined by Guttmacher, Since his categories 
departed somewhat from the 1952 APA no- 
menclature, which was in use at the hospital, 
the authors carefully reviewed the previously 
mentioned series of 284 cases. These cases 
represented all of the offenders received or 
disposed of in the 2-year period ending June 
39, 1954. 

The 284 cases were classified as follows: 


(1) The Normal Group.—(a) 1 was consid- 
ered healthy and well adjusted; (b) 2 were 
considered healthy but adjusted to a cultur- 
ally substandard level; (c) 5 were instances 
of sexually confused adolescents. (2) The 
Constitutionally Abnormal Group.—(a) 2 


were considered individuals whose sexual 
maladjustment was associated with a geneti- 
cally determined disorder; (b) 13 were indi- 
viduals whose sexual maladjustment was as- 
sociated with serious mental deficiency ; (c) 
14 were individuals who were in every re- 
spect inadequate and seemed incapable of 
making a good heterosexual adjustment in 
a competitive society. (3) The Neurotic 
Group.—(a) Neurotic character disorder— 
117; (b) anxiety neuroses—34; (c) psycho- 
pathic personality—34; (d) schizoid psycho- 
13. (4) The Group with Deteriorated 
Control.—(a) Senile deterioration—25 ; 
(b) posttraumatic deterioration—2; (c) 
postencephalitie—3 ; (d) alcoholic deteriora- 
3; (e) schizophrenia—15; (f) manic 


path 


tion— 
psychosis 

As in Guttmacher’s series, most of the 
cases fall into the “neurotic” group which in- 
cludes both the neuroses and some of the per- 


sonality disorders. Our series contains 70% 
of this group whereas his series has 55%. 
This is the group which, because of its neu- 
rotic character, is therapeutically accessible 
and offers the best prognosis for treatment. 
Many of the personality disorders are too 
rigid to permit working through of basic con- 
flicts, but relatively speaking, this is the 
group most likely to respond favorably to 
treatment. 

The reason for the divergence in percent- 
ages (55% to 70% ) is not that the psychiatric 
composition of Baltimore’s sex offenders dif- 
fers considerably from that of the northern 
half of California, but that Guttmacher’s 
work occurs at the arrest level and corre- 
sponds to the group of individuals examined 
by the court-appointed psychiatrists in Cali- 
fornia. This hospital should, however, have 
a higher percentage in the “neurotic” cate- 
gory because many of the offenders not fit- 
ting the defined “sexual psychopath” category 
would have been screened out by the court 
procedure. Actually, the number of schizo- 
phrenics in our series (15) and mental de- 
fectives (13) would suggest that the diag- 
nostic screening at court did not work effec- 
tively. Another considerable segment of our 
284 cases—about 20% —are therapeutically 
only limited improvement. 
These are the physically handicapped, the 
socially defective who suffer only mild men- 
tal retardation, the aging individual who is 
arteriosclerotic or senile but not mentally ill. 
These are cases that represent aged, ailing or 
inadequate individuals who have been ar- 
rested for sex offenses, sometimes repeatedly. 

Another interesting observation is the small 
number of adolescents in the Mendocino se- 
ries. Most of the 5 adolescents who were 
committed to the hospital appeared in the go- 
day observation period only. An adolescent 
who is sexually confused, we believe, is more 
suitably treated on an outpatient basis. The 
admission of a youngster in certain instances 
precipitates and in other cases heightens 
homosexual tendencies and desires. The ado- 
lescent himself is subject to homosexual 
seduction. 

Another interesting observation is that all 
but 2 of the observation patients were male. 
Two female patients were admitted in this 2- 
year period but were returned to the court 
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with the diagnosis of not being “sexual psy- 
chopaths.” This is discussed below. 


TREATMENT PHASE 


It will be recalled that Mendocino, during 
the 2-year period, received on the average of 
4 treatment patients per month. In this pe- 
riod 96 of 203 observation cases were found 
to be “sexual psychopaths” amenable to 
treatment; the courts, however, returned 
only 91 for treatment. These were all male 
patients. 

At Mendocino 1 male ward with an actual 
bed number of 124 was set aside for the ob- 
servation and treatment cases. It contained 
offices for the unit’s psychiatric team, the 
psychiatrist in charge, a clinical psycholo- 
gist, psychiatric social worker and stenogra- 
pher. The ward had no registered nurse on 
duty ; any patient who required major medi- 
cal or surgical attention and nursing was tem- 
porarily transferred to a ward that provided 
that need. The nursing staff, maintained on 
a 24-hour basis, consisted of attendants who 
were not subject to rotation and, therefore, 
were able to know their patients well. The 
ratio of attendant to patient was approxi- 
mately 1 to 17 not including relief, which in- 
dicated that supervision on the ward was no 
grave problem. Three of the 7 regularly em- 
ployed during the three 8-hour shifts were 
women. It is possible to provide care and 
treatment for sex offenders with ordinary su- 
pervision and the usual “closed ward” nurs- 
ing service. 

At least 2 factors are equally responsible 
for this observation: (1) Careful clinical 
staff selection of patients for treatment, and 
(2) basic personality of the sex offender. 
Very few cases of physical sex violence, such 
as forcible rape, or sadism, are admitted to 
the hospital for the go-day observation pe- 
riod. The few that were admitted were sub- 
sequently rejected for treatment at the hospi- 
tal by the staff or the court. This course of 
action did not imply that this type of indi- 
vidual was not a psychiatrically deviated sex 
offender, but indicated that the state hospital 
program was not structured to aceept him for 
treatment. The second reason was the fact 
that the large majority of the treatment cases 
were essentially passive personality types, as 


previously indicated in the psychiatric classi- 
fication of cases, personality disorders of the 
passive type, neurotics, and aging individuals. 

The princpial form of treatment for the 
sex offender was psychotherapy. Carbon 
dioxide therapy and Amytal interviews were 
used on occasion but not systematically, Be- 
cause of the heavy work-load and limited 
staff, intensive individual psychotherapy was 
limited ; group therapy was the favored tech- 
nique. The aim was to have each patient in 
a small group for at least 1 hour per week 
with individual therapy as an adjunct. About 
one-half could be provided with this treat- 
ment during the bulk of the 2-year period. 
In addition to the number of small therapy 
groups, all the treatment patients met once a 
week for an hour in what was described as 
the “big class.” About 70-80 patients con- 
vened regularly to hear discussions on men- 
tal hygiene, to listen to guest speakers, and 
to ventilate their feelings. This large group 
could be described as an “inspirational” type 
of group therapy, but frequent use of psy- 
chodrama made it on occasion significantly 
dynamic. 

Extensive use was also made of adiunctive 
aids such as occupational and recreational 
therapy both on and off the ward; they put 
on plays and musicales, helped run the pa- 
tient newspaper, assisted in the parties on the 
mentally ill wards. As a group they were en- 
thusiastic, zealous, and eager to please. While 
they participated in hospital industries, maxi- 
mum use was not made of their vocational 
skills because of security restriction neces- 
sary to satisfy public demands, 

Disposition of sex offenders in the treat- 
ment phase of the program is regulated by 
Section 5517 of the California Welfare and 
Institutions Code. The 3 types of discharge 
authorized under this section are 5517 (a), 
(b), and (c). The (a) discharge, which was 
never used, states that the patient has recov- 
ered from his sexual psychopathy. The (b) 
discharge, which bears a favorable connota- 
tion, advises the court to which the patient is 
returned that he has been benefited by treat- 
ment, that he is no longer a menace to the 
health and safety of others, and can return 
to society. The (c) discharge advises that 
the patient has derived no or little benefit 


‘ 


4 
805 
A 


806 


PROGRAM FOR “SEXUAL PSYCHOPATHS” 


Mar. 


from treatment and is still a menace to the 
health and safety of others. 

In our selected biennial period, g1 patients 
were discharged from the treatment program 
at Mendocino; g! patients were received for 
treatment in the same period, which indicates 
that Mendocino attained a stabilization be- 
tween rates of admission and discharge. Dur- 
ing the biennial period, the average length of 
hospitalization for the ‘sexual psychopath” 
who was discharged was about 18 to 20 
months. Most patients with good prognosis 
and other favorable factors should be able to 
look forward to a return to court after a stay 
of about 12 months in an intensive treatment 
program, On the other hand, the program 
contained a number of patients who were 
long-term cases. 

A very important question arises: Is the 
concept of intensive psychiatric treatment for 
the sex offender worthwhile? The acid test 
from a scientific point of view would be a 
long-term follow-up of sex offenders after 
they have been returned to society. This has 
not been done anywhere as yet and this re- 
port contains no information that bears di- 
rectly on this question. Any contemplated 
experimental study on this topic would be 
faced with formidable problems in coping 
with complex and intangible variables. How- 
ever, there are statistics that tend to shed 
some light on this question, and from which 
we can draw certain inferences regarding the 
efficacy of treatment. 

We can compare the types of discharges 
recommended at Mendocino in the year end- 
ing June 30, 1952—the year prior to our se- 
lected biennial period—with those given our 
QI patients. By a unique set of circumstances, 
the treatment program during this earlier 
year had been substantialy curtailed. 

Our statistics show that of 41 patients dis- 
charged during the year ending June 30, 
1952, 17 were discharged as improved, or 
41%; 78% were discharged as improved 
during the year ending June 30, 1953, when 
the treatment program was expanded, and 
77% in the following year (See Tables). 

These data tend to establish the value of a 
treatment program. The figures cited, re- 
vealing a significant increase in the rate of 
clinical improvement and favorable dis- 
charges, support the assumption that there is 


TABLE 5 


oF TREATMENT CASE 


DISCHARGES 
Durinc Taree Fiscar Years, ENDING 
JUNE 30, 1954 


DISPOSITION 


Total 
Dis- Unim- Percent 
Year charged Improved proved Improved 
1951-1952 ..... 41 17 24 41 
1952-1953 ...-- 27 21 6 78 
1953-1954 «.--- 64 49 15 77 


a positive relationship between psychiatric 
treatment for sex offenders and an increase 
in patient improvement. 


SUMMARY 


This paper reports a program for sex of- 
fenders at a state hospital in California dur- 
ing the 2 fiscal years July 1, 1952, to June 30, 
1954. The elements of the California law are 
outlined, including the determination of “sex- 
ual psychopathy,” the basis of jurisdiction, 
the court medical examination and qualifica- 
tion of examiners, the disposition of the sex 
offender, the procedure for release from the 
hospital, and the voluntary commitment 
procedure. 

The California “sexual psychopath” pro- 
gram is administered by the state hospitals, 
and is divided into 2 major phases: (1) 
commitment for a go-day observation period, 
and (2) commitment for an indeterminate 
period of treatment. The first phase deter- 
mines if the sex offender is a “sexual psycho- 
path” as defined by law. If he is found to 
qualify and if he is likely to benefit by treat- 
ment he enters the hospital on an indeter- 
minate basis and becomes a treatment patient. 

Of the sex crimes perpetrated by 284 pa- 
tients studied during this 2-year period over 
50% involved children under the age of 14. 
For the most part, this pedophiliac activity 
did not include sexual intercourse. During 
the period of observation approximately one- 
half of the patients were selected to continue 
treatment in the hospital. The remainder 
were returned to court as either not being 
amenable to treatment or not fulfilling the 
criteria of a “sexual psychopath.” A seasonal 
incidence of sex offenders was also noted 
with decreased admissions during the winter 
months. The 284 cases were classified accord- 
ing to 4 groups: (1) The normal; (2) the 
constitutionally abnormal; (3) the neurotic ; 
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and (4) the group with deteriorated ego con- 
trol. About 70% of the cases fall into the 
neurotic group, which includes both the neu- 
roses and some of the personality disorders. 

The details of the treatment program are 
outlined, and our data indicate that intensive 
psychiatric treatment for the sex offender is 
justified. The program was structured with 
emphasis on group psychotherapy with ex- 
tensive adjunctive aid, such as occupational 
and recreational therapy. During the period 
of intensive treatment approximately three- 
quarters of the patients were discharged as 
improved, During the early part of the pro- 
gram, before intensive treatment was insti- 
tuted, fewer than 50% were discharged as 
improved. 


For this study to be complete, it will be 
necessary to follow closely for a prolonged 
period patients who have been released as im- 
proved. Preliminary studies indicate a low 
percentage of recidivism. 
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THE LONG-TERM COMPARATIVE RESULTS OF THREE DIFFERENT 
LOBOTOMY PROCEDURES 
NORMAN L. PAUL, M.D., EDWARD FITZGERALD, M.S., 


and MILTON GREENBLATT, M.D.2.4 
Boston, Mass. 


The discovery of bilateral prefrontal lo- 
botomy as an effective means of ‘reating 
chronic intractable psychotic patients by 
gas Moniz and his colleagues in 1935 was 
followed by numerous reports describing the 
presence of untoward side-effects such as 
“blunted” affect, low initiative, and convul- 
sions, The frequency of these side-effects 
prompted a search for restricted and modi- 
fied lobotomy procedures which, while cut- 
ting less brain matter, could nevertheless 
secure more desirable results with fewer per- 
sonality liabilities. 

During the early years, while the full bi- 
lateral prefrontal operation was the pro- 
cedure of choice, there were studies even 
prior to 1946, which strongly suggested that 
either unilateral or bimedial operation could 
achieve desirable improvement with less defi- 
cit in chronic mentally ill patients. Worchel 
and I.yerly(1) in 1941 and Lyerly(2) again 
in 1941 reported that good clinical results 
could be obtained after unilateral lobotomy. 
The rationale for the bimedial operation was 
based upon the studies of Smith(3) in 1945 
and Ward(4) in 1948 wherein animals whose 
cingulates were removed were rendered more 
“social,” easy to handle, and free of shyness 
and hostility. 

The Second Lobotomy Project of the Bos- 
ton I’sychopathic Hospital was organized 
to evaluate the relative effectiveness of three 
different lobotomy procedures, e.g., bimedial, 
full bilateral, and unilateral operations. This 
study, whose rationale and scope are fully 
described in Frontal Lobes and Schizo- 
phrenia(5) by Greenblatt and Solomon, in- 
dicated the superiority of the bimedial opera- 
tion at the 1-year follow-up period. 

This report presents the long-term clinical 


' Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 
May 4, 1956. 

2From the department of psychiatry, Harvard 
Medical School, and the Boston Psychopathic Hos- 
pital, 74 Fenwood Rd., Boston 15, Mass. 

* We are indebted to the Harrington Fund for 
their support of this study. 


8o8 


results in the 116 chronic mentally ill patients 
who were the subjects of the Second Lobot- 
omy Project. These were patients whose 
mental illness had been unremitting for at 
least 24 to 3 years prior to lobotomy, having 
failed to respond to all previous treatment, 
including insulin coma, electroshock, and 
intensive psychotherapy. These patients had 
been originally divided into 3 groups at ran- 
dom, each differing from the others essen- 
tially in the type of surgical procedure em- 
ployed, «.e., full bilateral, bimedial, and uni- 
lateral operations (carried out by Dr. James 
Poppen and his associates of the Lahey 
Clinic). 

Figure 1 illustrates diagrammatically the 
three different lobotomy procedures. Each 
of these three operations is carried out in 
the frontal or coronal plane. In the bilateral 
lobotomy the surgeon cuts all the white mat- 
ter in both frontal lobes. The bimedial opera- 
tion is restricted to cutting only the medial 
half of the white matter in each frontal lobe, 
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TABLE 1 


DIAGNos!s OF 116 PATIENTS SUBJECTED TO THREE 
DIFFERENT LororoMy PROCEDURES 


ot wi 
33 8s 
Em £3 
D. P. paranoid ...... 10 13 10 33 (28%) 
D. P.hebephrenia ... 8 6 10 24(21%) 
D. P. catatonia ...... 6 II 6 23(20% ) 
D. P. other types .... 4 4 I 9 (8%) 
I I 2 (2%) 
Paranoid condition .. 1 2 2 5 (4%) 
Involutional ........ 2 2 (2%) 
of 2 I 8 11 (9% 
Psychopathic 
personality ....... 1 a) 1 2 (2%) 
Psychoneurotic ..... I I 3 5 (4%) 


while in the unilateral lobotomy all the white 
matter in only one frontal lobe is cut. De- 
struction of grey matter occurs at the site of 
entrance of the surgical instrument into the 
cerebral hemisphere in each operation. 

The diagnostic distribution of the cases 
for this study followed up at 5 years is pre- 
sented in Table 1. It is to be noted that g1 
or 79% of the cases were diagnosed dementia 
praecox or schizophrenia. 

Table 2 presents the distribution of the 
duration of mental illness: 89 or 77% of 
the patients had been mentally ill for over 5 
years; 56 or 48% of the total number had 
been ill for over 10 years. Only 19 or 16% 
of all the subjects were ill for less than 5 
years, These patients were studied 5 years 
postoperatively to obtain both a cross sec- 
tional and longitudinal picture of their ad- 


Marked Moderate 

Type of lobotomy Improvement Improvement 
Bimedial 

13(37%) 8(23%) 

12(34%)* (1) 11(31%)* (1) 
Lateral 

9(23%) 9(23%) 

7(18% ) 10(26% ) 
Unilateral 

6(14%) 7(17%)* (1) 
Total 

. 31(27%) 20(17%) 

years ....... 2§(22%)* (1) 28 (24% )* (2) 


TABLE 3 


or 116 Patients Supyectep To Tiree Dirrerent Lonotomy Procepures 


* Number in parentheses refers to deceased patients showing 


TABLE 2 


DuRATION oF ILLNESS IN 116 PATIENTS SUBJECTED 
To Turee Dirrerent Lonoromy Procepures 


32 

33 

=) oY 

33 

Years 
7 7 5 19(16%) 
17 16 23 56( 48% ) 
Not known ......... I 4 3 8 (7%) 


justment. The cross sectional survey paid 
particular attention to their present mental 
state, including thought content, level of 
anxiety-tension, impulsivity, level of disor- 
ganization, as well as intellectual functions. 
The longitudinal survey was concerned with 
the patients’ level of adaptation during the 
5-year interval since surgery, focusing upon 
the level of personal and social effectiveness, 
work adjustment, presence of seizures, and 
problems of adjustment. The 5-year post- 
operative evaluation was determined by in- 
terviewing the individual patients and their 
families, consulting with their postoperative 
hospital records, and interviewing hospital 
staff in the case of hospitalized patients. Ta- 
tients living out of state were followed up 
by letter and questionnaire or by interview- 
ing available close relatives. It was possible 
to get pertinent follow-up information on 
every patient at 5 years. 


OVER-ALL IMPROVEMENT 


Table 3 gives the changes in the levels 
of improvement in each of the 3 surgical 


Slight 


Improvement Unimproved Worse 
9(26% ) 4(11%) 1(3%) 
4(12%) 6(17%)* (1) 2(6%) 
12(31%) (20% ) 1(3%) 
12(30%)* (1) 10( 26% ) 0(0% ) 
14(33%) 12(29% ) 4(10%) 
14(34%) 14(33%)* (1) 
35(30%) 24(21%) 6(s%) 
30( 20% )* (1) 38 (26% )* (2) 3(2%) 


this rating shortly before death. 
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groups from the 1- to the 5-year follow-up 
periods. A “marked” improvement rating 
was given to those patients who showed dra- 
matic relief of all mental symptoms includ- 
ing disorganization of thought and feeling, 
inappropriate speech and behavior, severe 
anxiety and tension, delusions, and so forth. 
“Moderately” improved patients were those 
who showed considerable gains in most areas. 
“Slight” improvement rating was assigned 
to patients whose relief of many mental 
symptoms was slight or who showed dra- 
matic relief of only a few mental symptoms, 
e.g., a psychotic patient who would show only 
complete disappearance of violent aggressive 
behavior after lobotomy so as to be less of a 
hospital management problem. “Unim- 
proved” patients were those who showed no 
significant changes over preoperative be- 
havior, “Worse” rating applied to those pa- 
tients whose postoperative psychotic be- 
havior was more severe than that observed 
prior to surgery. 

Table 3 shows that at 5 years, 12 or 34% 
of the bimedial patients were found to be 
markedly improved, contrasted with 7 or 
18% marked improvement of the bilateral 
group and 6 or 14% of the patients sub- 
jected to the unilateral procedure. “Moder- 
ate” improvement was observed in 11 or 
31% of the bimedial cases, in 10 or 26% 
of the bilateral cases, and in 7 or 17% of 
the unilateral group. “Slight” improvement 
rating was given to 4 or 12% of the bimedial 
group, 12 or 30% of the bilateral cases, and 
14 or 34% of the unilateral group; 6 or 
17% of the bimedial group were unimproved 
as were 10 or 26% of the bilateral cases and 
14 or 33% of the unilateral group. Only 
3 patients were worse, 2 of whom had a bi- 
medial operation and the third a unilateral 
lobotomy. 

In general, comparing the 5- with the 
1-year follow up, the changes are not strik- 
ing. In the bimedial group “significant” im- 
provement (percentage showing marked im- 
provement plus percentage showing moderate 
improvement) was 65% at 5 years compared 
with 60% at 1 year; in the bilateral group, 
44% compared with 46% ; and in the uni- 
lateral group, 31% as compared with 28%. 
In the total series of 116 patients, moderate 
or marked improvement occurred in 46% of 


the patients at 5 years as compared with 44% 
at the 1-year follow-up. 

It would appear, therefore, that the im- 
provement evident at I year is essentially 
unchanged at 5 years. Furthermore, the 
superiority of bimedial lobotomy over the 
other two procedures is maintained at 5 years 
with no significant change in the relative 
degree of superiority manifested. Five-year 
follow-up, in addition, establishes that opera- 
tions done on both frontal lobes, i.e., either 
bimedial or bilateral, gives results superior to 
operations done on only one frontal lobe. 
Finally, it is clear that even with unilateral 
operations, 31% of the chronic patients may 
be significantly benefited. 


WORK ADJUSTMENT 


Each patient was rated as to his work ad- 
justment before surgery, and at both the 1- 
and 5-year follow-up periods after surgery. 
“Good” work adjustment ratings were given 
to patients who were employed full time and 
productively, either at home in the case of 
housewives or in industry, in which case they 
were earning regular salaries. In some in- 
stances a “good” work adjustment rating 
was assigned to hospitalized patients who 
were working productively and full time on 
some industrial project. 

“Fair” work adjustment indicated that 
the patient worked intermittently, that pro- 
ductivity was not up to expectations, or that 
performance was partially satisfactory. The 
housewife would get her work done with 
assistance or prodding. A hospital worker 
would be given less complicated tasks where 
volume or output, speed or precision were 
not expected of him. A community worker 
would make intermittent attempts to work, or 
would often be relieved from a job because 
of inadequate performance. “Poor” work 
adjustment indicated that the patient was 
unemployed either in the hospital, home, or 
community, or was totally inadequate for 
the job. 

Table 4 illustrates that there was definite 
improvement in work performance in the 
postoperative period, contrasted with pre- 
operative work adjustment. This was most 
striking in the bimedial group in which 19 
(54%) were rated as showing “good” work 


i 
|_| 
q 
> 
‘ 
™ - 


N. L. PAUL, E. FITZGERALD, AND M. GREENBLATT 


TABLE 4 


Work ApJUSTMENT IN Turee DirrereNt Groups oF Losoromy PATIENTS 


Type of lobotomy Good Fair Poor Don't know 
Bimedial 
2(6%) 8(23%) 24 (68% ) 1(3%) 
12(34%) 12(34%) 11(32%) 0 
19(54% )* (2) 4(12%) 12(34%)* (1) 
Bilateral 
3(8%) 4(10%) 31 (80%) 1(2%) 
10( 26% ) 10(26% ) 17(43%) 2(5%) 
13(33%) 5(13%)* (1) 21(54%) 0 
Unilateral 
2(5%) 7(17%) 33(78% ) 
8(19%) 11(20%) 23(55%) 
12(29%) 5 (12% )* (1) 25(59%)* (1) 0 
Totals (116 cases) 
ees 7(6%) 19 (16% ) 88 (76% ) 2(2%) 
ce 30(26%) 33 (28%) 51 (44%) 2(2%) 
44(38% )* (2) 14(12%)* (2) 58 (50% )* (2) 


adjustment at 5 years, compared with 13 
(33%) so rated in the bilateral group and 
12 (29%) in the unilateral group. Further- 
more, comparison of the total figures at 5 
years with those at 1 year shows an increase 
in the number rated “good” and a decrease 
in the number rated “fair” at 5 years. This 
suggests further improvement in work per- 
formance. 


RESIDENCE 


Table 5 presents a comparison of the resi- 
dence of the 3 patient groups in the preopera- 
tive period with their residence at both the 
1- and 5-year follow-up periods, At 5 years, 
17 or 49% of the bimedial group were re- 
siding in the community as contrasted with 
2 or 6% preoperatively. Also at the 5-year 
follow-up, 12 or 31% of the bilateral group 
were in the community compared with 1 or 
3% preoperatively ; in the unilateral group, 
12 or 29% were living in the community as 


* Number in parentheses refers to number of patients showing this rating shortly before death. 


TABLE 5 


IN Turee Dirrerent Groups or Lonoromy Patients 


contrasted with 3 or 7% before operation. 
A significant favorable change in residence 
was observed at the 1-year period for all 
three lobotomy groups when compared with 
preoperative residence figures. In general, 
there were no striking changes in residence 
between the 5- and 1-year follow-up periods. 
Furthermore, at 5 years, 41 or 35% of the 
total 116 patients were living in the com- 
munity as compared with 6 or 5% before 
surgery. 


CHANGES IN CLINICAL PSYCHIATRIC EVALU- 
ATION 


Table 6 compares the percentage change 
between 1 and 5 years with the prelobotomy 
findings for each operative group in the 
clinical areas studied, These areas included ; 
“marked” anxiety, “marked” hostility, 
“marked” disorganization, “marked” tension, 
“good” initiative, “good” object cathexis, 
“good” impulse control, “good” work ad- 


year 5 years 

lobotomy Community Hospital Community Hospital Community Hospital 
Bimedial .... 2(6%) 33(94%) 13(37%) 22(63%) 17(49% )* (2) 18(51%)* (1) 
Bilateral .... 1(3%) 38(97%) 11(28%) 28(72%) 12(31%)* (1) 27 (60% ) 
Unilateral ... 3(7%) 39(93%) 9(21%) 33(79%) 12(29% )* (1) 30(71%)* (1) 
Totals 

(116 cases). 6(5%) 110(95%) 33 (28% ) 83(72%) 41(35%)* (4) 75(65%)* (2) 


* Number in parentheses indicates number of deceased patients, with their residence at time of death. 
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TABLE 6 


EvALuATION 
AFTER Loporomy 


CLINICAL 


(Based on 116 Cases) 


Type of operation 
' 


Bimedial 
Bilateral 
Unilateral 


Percent of cases with 
“marked” over-all 
improvement 


N 


Percent change in 
residence at home. . 


Percent change 
in “good” work 
adjustment 


Percent change in 
“good” initiative ... 


Percent change 
in “good” object 
cathexis 


Percent change 
in “good” impulse 
control +52 
+26 
Percent change in 
“marked” anxiety .. —4! 
Percent change in 
“marked” tension . . —77 


Percent change in 
“marked” hostility. . —63 


Percent change 
in “marked” 
disorganization .... —35 
—52 


—23 


—34 


justment, residence at home, and “marked” 
over-all improvement. 

“Marked” anxiety was defined as con- 
tinuous intense concern, worry, or uncom- 
fortable apprehension, accompanied by pal- 
pitations, nausea, abdominal pain, tremu- 
lousness, headaches, etc. “Marked” hostility 
rating was assigned to patients who showed 
an almost constant state of aggression against 
the environment. “Marked” tension referred 
to a continuous intense level of motor rest- 
lessness, overactivity, shakiness, or jitteri- 
ness. “Marked” disorganization was defined 
as gross constant ideational and/or emotional 
incoherence, irrelevance, and inappropriate- 


ness. “Good” initiative indicated that a pa- 
tient was essentially self-motivated and spon- 
taneous in the pursuit of his everyday ac- 
tivities, requiring no prodding or pushing. 
“Good” object cathexis rating was given 
those patients whose emotional response ap- 
peared appropriate and adequate and who 
were able to relate positively to significant 
persons and objects in their environment. A 
patient with “good” impulse control was one 
who showed very little or no evidence of 
outbursts of rage and vituperation. 

Table 6 shows that the most. striking 
changes in the 3 groups taken together both 
at 1 and 5 years were in relief of “marked” 
tension and “marked” hostility. The superi- 
ority of the bimedial operation over the other 
two procedures at I year was most evident 
in the areas: “marked” over-all improve- 
ment, “good” initiative, and “good” object 
cathexis. At 5 years, bimedial operation was 
found to be significantly superior with re- 
spect to improvement in the following areas : 
impulsivity, work adjustment, residence at 
home, initiative, object cathexis, and over-all 
improvement. Striking gains between the 
first and fifth year were observed in the bi- 
medial group for “good” work adjustment 
and residence at home when compared with 
the other 2 operative groups. The outstand- 
ing superiority of the bimedial operation in 
the areas “initiative” and “object cathexis” 
observed at I year was maintained at 5 years. 


CONVULSIVE SEIZURES 


Table 7 presents the incidence of post- 
operative convulsive seizures in the 3 lo- 
hotomy groups. These statistics apply only to 
cases who developed seizures for the first 
time in the postoperative period. They ex- 
clude patients who had seizures before opera- 


TABLE 7 


INCIDENCE OF CONVULSIVE SEIZURES IN 116 CASES 
FOLLOWED UP FOR 5 YEARS 
Type of 
lobotomy 
Bimedial 
35 cases ... 


2 yrs. postoperative 5 yrs. postoperative 


5 cases (15%) 8 cases (24%) 


Bilateral 
39 cases 


6 cases (16%) 8 cases (21%) 


Unilateral 
42 cases ... 8 cases (21%) 


24 cases (21%) 


4cases (10%) 


Totals 15 cases (13%) 


an 5 34 18 14 

1 +31 +25 +24 

5 +43 +28 +22 

+28 +18 +14 

A 5 +48 +25 +24 

S +37 +2 +12 

jaa +34 +16 +15 

"4 5 +40 +10 +17 

a 

+12 

—34 

—20 

—57 

—35 
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tion, of which there were 7 or 6% of the 
total series. The statistics, therefore, repre- 
sent the true effects of operative brain trauma 
on the population studied. At 5 years, 8 or 
24% of the bimedial group had reported 
seizures compared with 8 or 21% of the bi- 
lateral group and 8 or 21% of the unilateral 
cases. Note that at 2 years, 15 or 13% of 
the total 116 cases had reported seizures ; 
while at 5 years, 24 or 21% of the total 
number presented a history of seizures. 
There appeared to be an increase in the inci- 
dence of seizures at 5 years over that ob- 
served at the 2-year period with no signifi- 
cant differences noted for the three operative 
groups at 5 years; whereas, at 2 years, the 
unilateral cases showed the lowest seizure 
incidence. 

In general, the seizures, usually grand mal, 
were few and were readily controlled by anti- 
convulsive medication, Of the 2 patients in 
the bimedial group who died following status 
epilepticus, one had a history of repeated 
status prior to operation and the other de- 
veloped seizures postoperatively. 


DEATHS 


There were 6 deaths in the original 116 
patients by the 5-year follow-up period. 
Only one of these could be related to the 
operation. It occurred in a woman who, after 
demonstrating marked improvement for 2 
years after bimedial lobotomy, developed 
status epilepticus, dying 24 hours after onset. 
She had apparently developed seizures 8 
months following lobotomy. No data were 
available regarding use of anticonvulsive 
medication in this case. The other 5 patients 
died in either the second (1 case), third (1 
case), or fourth (3 cases) years following 
lobotomy of causes unrelated to operation. 


EXPERIENCE WITH CHLORPROMAZINE 


Five patients, each of whom was rated 
“unimproved” in terms of his clinical re- 
sponse to lobotomy because of continued 
combativeness and behavioral disorganiza- 
tion, were treated with chlorpromazine. In 
each case, dramatic disappearance of com- 
bativeness with emergence of more normal 
behavior was observed. This suggests that 
some undesirable clinical features unchanged 


by lobotomy can be benefited by chlorpro- 
mazine medication. 


DISCUSSION 


This 5-year follow-up study was made to 
establish more conclusively the relative thera- 
peutic effectiveness of three different lobot- 
omy procedures. At 5 years after psycho- 
surgery improvement was evident in a large 
number of the original 116 cases and this was 
particularly seen in the bimedial patient 
group. The greater effectiveness of bimedial 
operation at 5 years was emphasized by the 
19 or 54% of patients in that group who 
demonstrated “good” work adjustment and 
by the gain in work performance over that 
observed at 1 year. The “significant” over- 
all improvement (23 or 65%) noted in the 
bimedial series at 5 years strongly under- 
scores the clinical superiority of this re- 
stricted operative procedure. 

In terms of the clinical areas studied, the 
bimedial group at 5 years exhibited more 
gains in more areas than either of the other 
2 operative series, This is best illustrated by 
the marked increase in favorable percentage 
change over preoperative levels in “good” 
object cathexis, “good” initiative, “good” im- 
pulse control, “good” work adjustment and 
residence at home. The superiority of bi- 
medial operation at 5 years is further re- 
flected in the areas of “good” initiative, 
“good” object cathexis, and “good” impulse 
control where the gains are almost twice as 
great or better than observed in the other 2 
groups. 

Residence-in-hospital figures in themselves 
may be misleading insofar as some hospi- 
talized patients, 10 in our series of 116, 
showed either marked or moderate improve- 
ment but were unable to return to the com- 
munity because of lack of family or lack of 
family interest. This focuses on the need for 
more coordinated efforts to rehabilitate such 
patients into community life through more 
active participation of their families and 
community agencies. Many patients who 
showed marked or moderate improvement 
during the early postoperative months created 
much anxiety and turmoil in the family 
circle because of the sudden, unexpected per- 
sonality changes. Preparation of families by 
the psychiatrist and social worker for such 
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change can attenuate much of this anxiety 
and promote increased harmony in the 
family. 

The presence of convulsive seizures re- 
lated to operative trauma increased from 
13% at 2 years to 21% at § years, with no 
significant difference at 5 years among the 
3 Operative groups. Seizures were not a 
major complaint of patients as a rule, were 
few in number, and were readily controlled 
by antiepileptic medication. One patient de- 
veloped postoperative status epilepticus 2 
years after operation and died; this case 
represented the only fatality that could be 
related to operation in the whole series of 
116 cases. 

The presence of postlobotomy convulsive 
seizures merits the same judicious considera- 
tion as seizures related to idiopathic epilepsy ; 
dilantin capsules administered in 14 grain 
doses, 3 times a day will usually control the 
seizures. 

Several investigators(6, 7) have of late 
suggested that in some instances failure to 
respond to lobotomy may be related to a 
failure of sectioning the lower medial quad- 
rant of the frontal lobes. This has been sug- 
gested by postmortem examination wherein 
areas of the lower medial quadrants are 
found to be most frequently missed at opera- 
tion. These findings coupled with the ex- 
perience of investigators(8,9) who have per- 
formed operations on the lower medial quad- 
rants with most encouraging results, suggest 
that more selective restricted operative pro- 
cedures may accomplish more desirable re- 
sults than have heretofore been obtained. 
These new and interesting findings impress 
one with the potentialities of more selective 
psychosurgical procedures for greater thera- 
peutic effectiveness in chronic mentally ill 
patients. 


SUMMARY 


A 5-year follow-up of 116 chronic men- 
tally ill patients, divided into 3 groups each 
of which was subjected to a different lo- 
botomy procedure (e.g., full bilateral, bi- 
medial, and unilateral operations) disclosed 
that bimedial lobotomy was superior to either 
of the other 2 procedures in the treatment of 
chronic mentally ill patients. “Significant” 
improvement at 5 years was found in 21 or 
65% of the bimedial group, compared with 
lesser frequencies in the other 2 groups. Also, 
at 5 years, there was an improvement in 
work adjustment over that observed at 1 
year which was most evident in the bimedial 
group. The greater relief of anxiety, tension, 
hostility, and disorganization at 5 years after 
bimedial operation emphasizes its therapeutic 
superiority. 

The number of cases who had one or more 
convulsive seizures was greater at 5 years 
than at 1 year. However, only 1 person had 
status epilepticus and this proved to be fatal. 
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MULTIPLE THERAPY IN PRIVATE PSYCHIATRIC PRACTICE ! 
LEO ALEXANDER, M.D." ano MERRILL MOORE, M.D. Bosvon, Mass. 


by “multiple therapy” we mean an inte- 
grated program of various therapies, psychic 
and somatic, planned and carried on by two 
or more therapists working in close liaison 
on the individual case, The present paper 
is based on our experience with 29 cases that 
we have treated jointly in this manner dur- 
ing the last three years. 

ur first attempts in this field came about 
when one of us (Therapist M) consulted the 
other (Therapist A) about carrying out 
certain physical-treatment procedures on 
some of his patients, who he had hoped 
might thus be made more accessible to psy- 
chotherapy. (Therapist M customarily en- 
gaged only in psychotherapy, while A also 
employed physical-treatment measures when- 
ever he thought them indicated.) 

At first an attempt was made to keep the 
roles of psychotherapist and psychiatric 
physician quite separate in the eyes of the 
patient, although there was close cooperation 
between the two therapists. It soon devel- 
oped, however, that in most cases such clear- 
cut separation of therapeutic roles was not 
entirely feasible. The physical-treatment pro- 
cedure itself brought about new psychody- 
namic constellations that unavoidably estab- 
lished certain psychotherapeutic bonds be- 
tween patient and the physician carrying out 
the physical treatment, to which the latter 
had to respond in understanding collabora- 
tion with the original psychotherapist. In 
this way, a true multiple psychotherapy 
emerged which in part confirmed existing 
experience and in part revealed certain new 
phenomena we consider worth reporting. 

The fact that our experience with joint 
therapy has proved so successful may be due 
to certain differences in training, technique, 
outlook and personality (to say nothing of 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
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2 Director, Neurobiologic Unit, Division of Psy- 
chiatric Research, Boston State Hospital; Clinical 
instructor in Psychiatry, Tufts University Medical 
School. 

® Research associate in the Laboratory of Human 
Relations, Harvard College, Cambridge, Mass. 


long friendship) between the two therapists, 
so that one often served to complement the 
other. For instance, the approach of Thera- 
pist M, who uses only psychotherapeutic 
measures, is characterized by a_ certain 
amount of psychoanalytic passivity and per- 
missiveness with encouragement of verbali- 
zation of hitherto unconscious tendencies, 
plus a constructive rehabilitation-centered 
conception of the extratherapeutic relation- 
ship between psychiatrist and patient, includ- 
ing a great interest in helping the patient find 
sublimatory activities. Therapist A, on the 
other hand, tends in his psychotherapeutic 
work to favor somewhat more active tech- 
niques more akin to the physical ones, such 
as suggestion, persuasion, and certain acts 
resembling those of the leader or the re- 
ligious revivalist, favoring rapid denounce- 
ments and a more forceful facing of reality 
problems, as well as limited or absent extra- 
office contacts with the patient. 

Because the selection of these patients was 
generally founded on their need for physical- 
treatment, they tend to fall mainly into the 
diagnostic categories of severe mood dis- 
orders, with or without schizophrenic fea- 
tures, although a few had depressive reac- 
tions to neurologic illnesses. But in subse- 
quent work with these patients—particularly 
as they were given complete freedom in 
selecting which therapist they would prefer 
to work with after completion of physical 
treatment—other pertinent indications for 
multiple therapy emerged. 

Especially impressive was the patients’ 
tendency to turn from the therapist who had 
the better relationship with the more conflict- 
ful figures in the patient’s life, generally 
family members (see Cases 1, 3, 6, 12, 24, 
26), or who reminded them more strongly of 
such feared or hated figures (case 13). Con- 
versely, if one therapist more closely re- 
sembled a loved or respected figure (¢.9., 
father), this often seemed to influence his 
choice of that therapist (see Case 10). 

When family or patient became distressed 
about choice of treatment, the fact that they 
could turn to two physicians for opinions 
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and judgment seemed to have an especially 
reassuring and rapport-enhancing effect (see 
Case 25). Similarly, where marital conflict 
was a presenting problem, considerable prog- 
ress seemed to be made by each spouse hav- 
ing his own therapist, even though in ensu- 
ing joint meetings or round tables, both psy- 
chiatrists openly joined forces in working 
toward establishing the reality features of 
the marital situation and toward encourag- 
ing mutual understanding and gratification 
(see Cases 6, 12). 

Table 1 gives the salient features about 
the diagnosis, treatment and outcome on the 
29 patients who form the basis of this paper. 
A few cases are then described briefly to il- 
lustrate some of the dynamics that emerged 
in the multiple-therapy situation. 


Case 1.—Female, aged 43. Diagnosis: Schizo- 
affective psychosis, with depressive features, para- 
noid trends, and obsessive-compulsive manifesta- 
tions, including compulsive-addictive overindulgence 
in alcoholic beverages; chronic, severe. 

During the 5 years this patient was seen by 
Therapist M, she had formed a strong, though often 
ambivalent, transference to him, and was usually 
compliant and cooperative in accepting the condi- 
tions of treatment, including the final initiation of 
physical measures. Accordingly, when Therapist 
M brought her to Therapist A for electroconvulsive 
treatment, she accepted the situation and remained 
strongly attached to M but was sarcastically re- 
jecting and reductive toward A, until the 22nd 
treatment when her attitude toward A suddenly 
altered appreciably. 

Subsequently A became the therapist she wanted 
to impress and whose approval she actively sought. 
It was as though A came to represent the defensive 
organization that the physical treatment had acti- 
vated, while her old self remained in a close trans- 
ference relationship with M, who throughout the 
physical treatment continued to be available when 
needed. Her relationship with M was disrupted by 
neither the electroconvulsive treatment, nor the 
subsequent insulin coma series, nor even the lobot- 
omy resorted to when both former treatments were 
followed by early relapse. After lobotomy, in fact, 
she sought out M and began to see A less often. 

About three months after lobotomy, however, 
defensive reorganization again began to play a 
Lrominent psychodynamic role, and on her own 
initiative she once more turned to A as a supple- 
ment to M. This was a crucial phase in her treat- 
ment and contributed much to the patient’s subse- 
quent strides toward recovery, increasing her 
chances of being accepted by her husband, a vital 
issue in her illness. 

The interplay between patient and therapists was 
further enhanced at this time by the fact that her 
husband had to be brought back into the therapeutic 
action. We believe that the fact that in general 


LEO ALEXANDER AND MERRILL MOORE 


the husband established a better relationship with A 
while he had rather rejected M, served to reinforce 
the patient’s bond with M. Both therapists have 
good relationships with the patient's parents, but 
since her husband is the most important factor in 
her conflict situation, her preferred therapist is the 
one who has a poor relationship with the husband 
Nevertheless, when M left the country for some 
months, she remained in contact with A at more 
widely spaced intervals till M returned, when she 
again resumed that relationship with undiminished 
rapport and interest. 

Case 2.—Female, age 27. Diagnosis: Schizo- 
affective reaction, with depressive and paranoid 
features and with gastrointestinal somatization re- 
actions; severe. 

This patient's father deserted the family when she 
was a few weeks old. During patient's puberty, her 
mother remarried and her stepfather later at- 
tempted to become intimate with the patient. She 
felt rejected by her mother, afraid of her step- 
father, and sensed (correctly) that the mother pre- 
ferred her younger sister. 

During an acute breakdown, she developed a 
fairly strong transference to Therapist M and was 
willing to be transferred to Therapist A for electro- 
convulsive treatment. Multiple therapy continued 
for 6 weeks, in that Therapist M saw the patient 
regularly while A administered shock therapy and 
had some supportive and encouraging contacts with 
her. A’s contacts and the shock therapy in no way 
altered or diminished the excellent transference re- 
lationship with M; so that immediately after com 
pletion of the physical-treatment she continued 
working with M. 

She was, however, scen sporadically by A during 
M’s absence. It became clear during these contacts 
that she represented herself to A in terms of re- 
gained defenses and reality attempts, while with M 
she continued catharsis and developed more insight 
into her basic feelings and motivations. She is now 
continuing in maintenance psychotherapy, although 
she has achieved the status of full recovery. 

This case is an exception in that M is also the 
therapist who had a better and more abiding re- 
lationship with her family—however, this relation- 
ship did not include the stepfather, who was the 
most threatening figure in her life, but was instead 
with relatives who had befriended the girl and 
treated her kindly in her confused, disorganized 
state. 

Case 4.—Female, age 38. Diagonsis: Schizo- 
phrenia, pseudoneurotic, with phobic, paranoid, and 
depressive features, and with drug addiction ; severe 

Initially, the patient was brought to Therapist M 
for treatment of drug addiction with toxic delirium, 
covering a chronic schizoid personality. In hospi- 
tal, drugs were gradually withdrawn and psycho- 
therapy was begun in a home setting and continued 
3 months, during which time the patient evinced a 
strong, if ambivalent, transference to M. Then one 
night she took an overdose of medicine, fell in her 
bathtub, and a slight concussion resulted. A period 
of regression then set in, and multiple therapy with 
A was begun. 
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Patient’s ambivalence to M turned into a strong 
negative reaction, while she showed a positive trans- 
ference to A, who was soon displaced, however, by 
another physician after patient was hospitalized 
and reserpine therapy instituted. At present, the 
third therapist continues to treat the patient in 
strong positive transference, although she and her 
family still request periodic check-ups and consul- 
tations with A and/or M. 

Therapist M has a good relationship with the pa- 
tient’s brother, on whom she depends for all deci- 
sions of importance. Therapist A has good relation- 
ships with the patient’s mother, sister, and sister’s 
husband, all of whom have consulted him regarding 
her treatment. The third therapist’s relationship 
with the family is good, although more superficial. 
The intensity of her transferences appears to de- 
pend less on the therapists’ relationships with her 
family than on her own intense primitive, labile 
affectivity. 

Case 6.—Female, age 27. Diagnosis: (1) Consti- 
tutional psychopathic state, with emotional instabil- 
ity and hysterical and solipsistic trends; (2) hebe- 
phrenic schizophrenia suspect. 

Therapist M referred this patient, who appeared 
to have suffered an acute schizophrenic panic state 
with dramatic suicide threats, to Therapist A for 
evaluation regarding shock therapy. Therapist A, 
however, did not consider shock therapy necessary 
and undertook superficial psychotherapy aimed at 
helping her gain some insight into her motives, 
strengthening her defenses for coping with her 
anxiety, and gaining increasing confidence in her 
domestic and marital rounds. 

The patient established a strong positive trans- 
ference to A, rejecting Therapist M who she 
thought was her husband’s partisan. This turn of 
events made it possible for her husband to receive 
therapy from M, while she continued with A until 
social recovery was achieved. This case illustrates 
a type of multiple therapy where the two spouses 
feel that each has his own champion, and a resolu- 
tion of conflicts is brought about by the support of 
the two therapists who serve as outriggers to the 
domestic canoe. 

Case 8.—Female, age 309. 
depression, severe. 

The crucial issue in this patient’s illness seems 
to have been perfectionism in terms of her own 
health and the health of those dear to her, illness in 
the family being the precipitating event. Her father 
was a probation officer who indoctrinated her from 
an early age with the idea that any expression of 
sexual feeling was evil. An interesting episode in 
this direction was that when she was persuaded to 
resume sex relations after encouraging progress 
toward apparent recovery, in the course of follow-up 
psychotherapy two months after completion of the 
electroshock series, she vomited for two days. She 
has made great strides in psychotherapy since then. 

Although originally in psychotherapy with Thera- 
pist M, following electroshock procedure she seemed 
to have equally good relationships with both thera- 
pists, but stayed in psychotherapy with Therapist A, 
largely for reasons of convenience. It is striking 


Diagnosis: Agitated 


that although she has worked well in psychotherapy 
improvement has so far fallen short of social re- 
covery. Accordingly, we plan to reintroduce 
multiple psychotherapy. 

Case 9.—Female, age 35. Diagnosis: Paranoid 
psychosis, with anger, hostility, and depressive fea- 
tures, and with symptomatic overindulgence in 
alcoholic beverages. 

Therapist M at first believed this patient’s illness 
would require electroshock treatment before ade- 
quate psychotherapy could be given. Upon evalua- 
tion of the patient’s condition, however, Therapist 
A decided against electroshock because of the pa- 
tient’s domestic situation. The patient’s relationship 
with her husband was a key problem in her illness 
since the husband, although a second-generation 
American, had assumed much the same cruel and 
overbearing attitude toward her that she had so 
resented and feared from her immigrant father. It 
was believed that electroshock treatment would add 
an element of confusion to her already sorry plight 
and might thus give the patient’s husband too much 
of the upper hand in his bullying behavior. 

Therefore reserpine was administered concur- 
rently while Therapist A undertook psychotherapy 
aimed at restoring in the patient a feeling of mastery 
and control. Meanwhile her husband was given a 
constructive interpretation of his wife’s needs. He 
was actually a rather passive-dependent person who 
had felt he had to conform to the cultural stereo- 
type of the powerful male role handed down in his 
ethnic group. His wife’s illness and her temporarily 
leaving him gave him insight into his own depend- 
ent needs, which, with help, he accepted. All of 
which made it possible for him to relax his earlier, 
socially conditioned domineering and sadistic at- 
titudes. 

Case 10.—Male, age 50. Diagnosis: Manic re- 
action, with paranoid features. 

In this patient the good psychotherapeutic rap- 
port established by Therapist M enabled the pa- 
tient to accept his need for physical treatment. 
After electroshock, he made a superb transference 
reaction to Therapist A. This patient had had a 
good though ambivalent relationship with his own 
father, and we believe he accepted Therapist A be- 
cause he represented to him the defenses that tne 
physical treatment had enabled him to reassert, and 
of which his father would have strongly approved. 

He became less and less able to reveal personal 
feelings and less inclined to resume the therapeutic 
relationship with M, which would have required 
further unveiling of himself. This reluctance to 
gain insight (which is so characteristic of the 
manic’s resort to denial), however, undoubtedly laid 
the groundwork for his relapse a year later, at 
which time he spontaneously returned to Therapist 
A. But after two months’ treatment, including an- 
other series of 8 electroshocks, he again withdrew 
prematurely. 

Case 12.—Female, age 34. Diagnosis: Depressive 
reaction. 

This patient presented complaints of a depressive 
reaction in which frigidity was particularly distress- 
ing to her. The depression had developed in some 
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measure as a reaction to cruel and sadistic treat- 
ment on the part of her husband. Two months’ 
psychotherapy with Therapist M convinced him 
that physical-treatment measures might be helpful. 

In view of the concurrent treatment needs of her 
husband because of his character problem, it was 
thought advisable not to overwhelm the patient by 
catapulting her into a recovered state (especially 
as she was not suicidal), since the change would 
confirm the husband's idea that his wife was “crazy” 
and he himself quite blameless. 

Accordingly, the husband was referred to a third 
psychiatrist for treatment, and the only physical- 
treatment measures used with the patient were 
administration of Dexamyl and methandren linguets. 
Although urged to do so, the patient decided against 
returning to Therapist M who 20 years previously 
had treated her mother for severe alcoholism. Obvi- 
ously, the mother had been a conflictful, traumatic 
person in the patient’s life. The patient formulated 
her decision by saying that Therapist A “makes me 
feel more like an adult, but Therapist M makes me 
feel like a little girl” (a feeling apparently based 
on a vividly remembered situation, as well as on 
transference reactions). This choice is consistent 
with our general impression that the patient tries 
to avoid the therapist who has a good relationship 
with members of the family with whom they them- 
selves have been in serious conflict. 

Case 16.—Male, age 50. Diagnosis: (1) Depres- 
sive reaction, with alcoholism; (2) alcoholic poly- 
neuritis; (3) Charcot-Marie-Tooth’s disease. 

This patient, with whom Therapist M had main- 
tained a long-term friendship and semitherapeutic 
relationship, suffered from increasing depression 
associated with a severe progressive neurologic 
disease. He began to drink excessively and to 
neglect his food intake. He was then treated with 
vitamins and hormones, and multiple therapy was 
instituted in which Therapist A assumed a more 
firm and authoritarian stand toward the patient's 
use of alcohol, explaining that in his case alcohol 
acted as a nerve poison; he was encouraged not 
to narcotize his good brain—formulations that had 
a striking influence on the patient’s perception of 
his habitual drinking. He gave up alcohol com- 
pletely, and concurrent with treatment of his neuro- 
logic disease, his depression cleared. Follow-up 
therapy has consisted of occasional visits and 
check-ups with both therapists, M and A, with both 
of whom the patient has maintained good relations, 
deriving different but complementary therapeutic 
benefits from each over a period of years. 

Case 17.—Male, age 52. Diagnosis: Depression, 
periodic type. 

In comparison with his previous depressive epi- 
sodes, this patient made a more thorough-going and 
rapid (18 days) recovery, together with a true im- 
provement in marital relations, as a result of 
multiple psychotherapy. Combined intensive treat- 
ment by both therapists together with the wife's 
full cooperation brought about a dramatic de- 
nouement in a joint session just preceding his final 
electroshock treatment, a denouement involving con- 
fession of adultery on the patient’s part, acceptance 


of her responsibility for driving him to it by stand- 
offishness and rejection on the wife's part, and 
ending in a dramatic reconciliation followed later 
the same afternoon by reestablishment of intensely 
gratifying sexual relations after a lapse of seven 
years during which they had been abandoned. 

The interesting aspect of this case in reference 
to multiple therapy is that during the many years 
of therapy with one psychiatrist, this patient had 
never been able to mention his adultery, but in the 
presence of the two therapists and his wife, in a 
revivalist-like emotional setting apparently induced 
by the feeling of complete acceptance by the group 
and with his defenses somewhat altered by the 
course of convulsive treatment, he was able to make 
his confession with great emotional catharsis, and 
his wife in the same setting was able to react with 
deep emotion and acceptance. We believe that 
multiple therapy provided a setting so flexible and 
understanding that the patient and his wife both 
were able to benefit without fear of rejections and 
misunderstanding. Perhaps an additional factor in 
this improved performance in multiple therapy may 
be associated with the pluralistic assumption in all 
folklore that a jury is fairer than a single judge; 
each spouse felt he could get a fair and impartial 
hearing, and yet at the same time the atmosphere 
was a highly charged, emotional-cathartic one. 

Case 24.—Male, age 19. Diagnosis: Schizo- 
phrenia, paranoid. 

The patient’s marked aggression and _ hostility 
had been particularly directed against his father. 
Although the father was never seen alone but only 
when the patient was present, rapport, let alone 
transference, could not be established because the 
patient was sure the doctor (Therapist A) was 
interested only in accommodating the father. It 
was therefore decided to refer the patient to 
Therapist M who would work with him alone, 
eschewing any contact with his parents, while A 
reassured the anxious parents and held them at bay. 

Subsequently, Therapist M decided physical treat- 
ment would be advisable, and Therapist A ad- 
ministered 20 electroconvulsive treatments. During 
this phase, there was quite remarkable improve- 
ment in that the patient came to accept Therapist A 
and his assistants at the hospital as beneficent 
figures. Following the physical-treatment, however, 
the patient eagerly returned to Therapist M for 
follow-up psychotherapy, but remained able to 
accept A for a few sessions when M was out of 
town. He is now continuing to work earnestly with 
Therapist M and has been able to make his first 
good occupational adjustment. 

Case 25.—Male, age 68. Diagnosis: Depression, 
agitated, with obsessive features. 

The patient originally consulted Therapist A. 
During an early phase of electroconvulsive treat- 
ment when his previously good rapport with the 
patient and his wife was wavering, A called in 
Therapist M. Bringing in M, in the role of a second 
expert advisor, re-established rapport and was 
especially effective in confirming the wife’s waver- 
ing certainty that she was doing the right thing. 
M was able to persuade the patient to accept further 
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treatment, and served for the patient and his wife 
as a further point of reference in the framework 
of reality. 

Multiple therapy acted to allay the anxiety that 
had broken through the original rapport with the 
single therapist. Perhaps the idea that a jury is 
more impartial and reliable than one judge may 
have been the deciding factor here also. 

Case 26.—Female, age 31. Diagnosis: Reactive 
depression to multiple sclerosis. 

Treatment of this patient started with Therapist 
A. He concentrated on treating the multiple sclero- 
sis by physical methods but recognized that other 
factors in the patient's life situation were also in- 
fluencing her depression, particularly a kind of 
rivalry between her father and husband for first 
place in her affections. Therapist A decided, how- 
ever, that because of his close relationship to the 
patient’s father he could not cope with this prob- 
lem effectively with the husband, and he therefore 
referred both patient and husband to Therapist M 
for joint psychotherapy aimed at clarifying and 
simplifying their emotional situation. The husband 
was able to accept Therapist M because he had no 
relationship with the patient’s father. Therapist M 
in turn was able to reassure the husband of his 
proper position in the domestic scene, and, with 
simple psychotherapy, was able to alleviate the 
wife’s depression and tension over these variable 
factors. 


SUMMARY AND DiscussiON 


This paper is based on our experiences in 
combining forces to treat certain of our 
private patients (N=29) in individually- 
planned therapeutic programs, generally con- 
sisting of an integration of psychotherapy 
and physical-treatment procedures, one thera- 
pist devoting himself exclusively to psycho- 
therapy, the other to physical treatments and 
supplementary psychotherapy as new psy- 
chodynamic constellations emerged during 
the treatment. On the whole, these 29 pa- 
tients comprised a particularly treatment- 
resistant group of severe mood disorders. 
The fact that nevertheless 75% of them 
achieved either full or social recovery, a 
figure statistically not significantly different 
from that of 61% for a group of 201 un- 
selected psychotic and borderline states 
treated by a single therapist with physical 
treatment methods and/or psychotherapy, 
suggests that the particular difficulties en- 
countered in the present group of patients 
were adequately met by the treament method 
described. 

We were interested to find that where 
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the relation between referring therapist and 
patient was strong and positively toned, it 
was in no way disrupted or diminished either 
by any form of physical treatment (ECT, 
insulin coma, even lobotomy) or by the sub- 
sequent relationship with the second thera- 
pist. This became particularly striking when 
after some progress in physical treatment, as 
the patient’s ego became able to assert more 
effective controls and defenses, the patient 
frequently thrust the second therapist into 
a sort of combined ego-superego role, at- 
tempting to impress him with an increased 
grasp of reality and improved mastery in 
many situations, all the while retaining an 
unchanged relationship vis a vis the first 
therapist, with whom the patient remained 
more concerned with id derivatives and incli- 
nations. This was not due to deliberate role 
playing or areas of special interest on the 
part of the therapists but rather to a shift 
in the role in which the patient cast one of 
the therapists, usually the one carrying out 
the physical treatment, in response to the pa- 
tient’s own treatment needs arising out of 
the reawakening of his ego strength in re- 
sponse to the physical treatment. This also 
comes quite strikingly to the fore when one 
therapist alone carries the patient from psy- 
chotherapy through a series of physical treat- 
ments," thus often obscuring the fact that the 
original more primary way of relating to the 
therapist remains at all times an open avenue 
of additional communication ; this perhaps 
adds particular strength and effectiveness to 
the multiple therapy described here. 

Choice of psychotherapist, following physi- 
cal treatment, was left entirely to the patient, 
and aside from the usual influences arising 
from transference and countertransference 
factors, it was noted that patients frequently 
turned away from that therapist who had the 
better relationship with the more conflictful 
figures in their lives. It was as though they 
felt that under these circumstances the thera- 
pist could not really sympathize with their 
point of view, but would remain an ally 
of the hated or ambivalently regarded figure. 
Frequently, however, patients seemed able 


See Alexander, L. The Influence of Physical 
Treatment Methods in Mental Disease upon the 
Defensive Operations of the Ego. Pp. 210-224 in 
Hoch, P., and Zubin, J., (eds). Depression. New 
York: Grune & Stratton, 1954. 
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to tolerate continued combined treatment 
from the two therapists, deriving different 
but complementary benefits from each. 

The great flexibility of the multiple-ther- 
apy situation proved especially useful in 
treating cases where marital conflict was a 
prominent issue. Each spouse could have his 
own therapist, and yet there was a joint 
meeting and confrontation on their prob- 
lems in an atmosphere often charged with an 
almost revivalist emotionalism and permis- 


siveness. Not only did patients often seem 
to derive special benefit from the small-group 
emotional dynamics, but they seemed to feel 
that, as before a jury, they would obtain fair, 
impartial hearings, that their individual rights 
would be protected. This feeling was also 
evident in relatives who had become anxious 
and doubtful during a patient's treatment, 
but who were considerably reassured by 
being able to confer with both therapists in 
a roundtable discussion. 
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FAILURES IN PSYCHIATRY: THE CHRONIC HOSPITAL PATIENT * 
NORMAN C. MORGAN, M.D., ano NELSON A. JOHNSON, M.S. W.,2 Warnen, Pa. 


In this study we define as failures or as 
“chronic” all patients who have resided in 
the hospital continuously for more than two 
years as of July 1, 1955. This arbitrary 
dividing line is based on earlier studies(1, 2, 
3) of 20,000 consecutive first admissions 
to Warren State Hospital over a 40-year 
period which have demonstrated that the pa- 
tient who does not leave the hospital within 
two years after admission has an almost 
negligible prospect of leaving thereafter. 
Currently, the studies at Warren State 
Hospital show that about 75% of all new 
admissions under age 60 go home within the 
first year, an additional 5% during the 
second year, and only 3% in all later years. 
In other words, though the discharge rate 
for all new patients under age 60 is a final 
figure of some 83%, all but 3% of this total 
has been achieved during the first two years 
after admission. 


METHOD 


This paper reports some of the findings 
regarding 2,166 (1,031 males and 1,135 fe- 
males) patients who had resided continuously 
in this hospital for more than two years on 


July 1, 1955. (Because of clerical difficul- 
ties 184 cases were omitted from the original 
calculations, but inclusion of these cases does 
not change the proportions or conclusions. ) 

Records of these 2,166 patients were re- 
viewed to determine some basic character- 
istics of the group which are discussed in de- 
tail. Factors were tabulated in order to learn 
something about the make-up of the 
“chronic” patient and to estimate whether 
forces other than his mental illness by itself 
have operated to keep him in hospital. The 
paper is limited to some basic, elementary 
descriptions of the chronic patient. We be- 
lieve that these descriptive features must be 
learned so that the chronic patient can be 
accurately identified before any further at- 
tack on the more basic problems of etiology 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, April 30- 
May 4, 1956. 

2 Warren State Hospital, Warren, Pa. 
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and management can be successfully under- 
taken. 

To compare some of these factors with 
those in nonchronic patients, a group of pa- 
tients who had been out of the hospital for at 
least one full year was studied. In securing 
this sample only patients who had suffered 
from psychosis or psychoneurosis were se- 
lected. This consecutive study of discharges 
was continued until 200 male and 200 female 
cases had been secured. 

Originally we intended to obtain the data 
concerning family relationships accurate up 
to the time of the study. However, review 
of our charts revealed that information about 
the family status recorded at time of patient’s 
first admission was not subsequently kept up 
to date. It became apparent that the only 
uniform method was tabulation of the fol- 
lowing factors as recorded at the time of 
first admission: marital status, parents, sib- 
lings, children, education, work record. Obvi- 
ously in patients who have been at the hospi- 
tal a long time many changes in the family 
situation will have occurred, usually in the 
direction of a reduction of the patient’s con- 
tact with family members. 

In cases where information is unknown, 
it is usually because there was no one to 
give an adequate social history and in gen- 
eral these cases would fall into the less fav- 
orable group. 


FINDINGS 


Table 1 presents the diagnostic distribu- 
tion of the 2,166 “chronic” patients. It will 
be observed at once that schizophrenia ac- 
counts for two-thirds of all patients defined 
as chronic. Organic psychoses account for 
about one-half of the balance and the re- 
mainder is composed of patients suffering 
from functional psychoses other than schizo- 
phrenia. 

Table 2 summarizes the age distribution 
of the patients studied. 

The current median age (in 1955) for the 
chronic male patient was 53, and for the 
chronic female patient, 57. Obviously this 
age was attained in the hospital and not at 


ug 
re 
4 
ay 
its 
bys 
isi’ 


NORMAN C. MORGAN AND NELSON A, JOHNSON 


TABLE 1 


DIAGNOSTIC 


DistTRiBUTION OF MALE AND FEeMALr. Patients ConTINUOUSLY HOSPITALIZED FOR MORE 


THAN Two YEARS 


Diagnoses 
with syphilis 
with epidemic encephalitis............. 
with other infectious disease 
due to alcohol 
due to drugs 
due to trauma 
with cerebral arteriosclerosis. ........... 
with disturbance of circulation 
due to convulsive disorder 
due to metabolic disorder 
with organic change 
Senile psychosis 


Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 
Psychoses 


Psyc ho cs 


Totals—Organic psychoses 


Involutional psychosis 
Manic-depressive psychosis 
Dementia 
Paranoid condition 

Psychoses with psychopathic pers 
Psychoses with mental deficiency 


praecox 


Totals—Functional psychoses 
Psychoneurosis 
ndiagnosed psychosis 
Primary behavior disorders 
Without mental disorder 


Totals—All other categories 


Totals—All categories 


time of admission. This fact is demonstrated 
in Table 3, which presents the distribution of 
patients according to their length of contin- 
uous hospital residence since date of last 
admission or last return from leave of ab- 
sence, 

Incidental notation was made of the first 
admission to this hospital but length of stay 
is dated from the last actual entry, whether 
this was a new commitment or the last re- 


TABLE 2 


DISTRIBUTION OF 2,166 “Curonic” * 
IN 1955, BY SEX 


Percent 


Age group 
Under 30 4.2 
13.5 
37.6 
44.0 

*“Chronic” in this and all subsequent tables 
means patients continuously hospitalized for two 
years or more, 


60 & over 


Number and percent 


Female 
(3.7) 
(0.7) 
(0.3) 
(0.4) 
(.09) 


“Male 
(6.5) 
(0.3) 
(0.3) 
(2.5) 


(0.3) 
(4.1) 
(0.7) 
(2.0) 
(0.2) 
(0.8) 


(3.1) 
(.09) 
(3.4) 
(.09) 
(0.8) 
(2.5) 
(15.17) 
(1.1) 
(4.4) 


(4.3) 


(100% ) 1,135 (100% ) 
turn from leave of absence. The number of 
passages in and out and the years of resi- 
dence prior to the last return were not 
counted, The actual hospital years accumu 
lated by this group are considerably more 
than represented by our median figure. 
Study of the detailed records on which 
Table 3 is based reveals that the chronic 
male had a median hospital stay of 11 years 


TABLE 3 
DistRiBuTION OF 2,166 “Curonic” PATIENTS IN 
1955 BY SEX AND BY LENGTH OF HOSPITAL STAY 


Female 
18.7 
22.4 
18.5 
13.2 
97 
71 
44 
5.6 


Years 


36 or more 


a 
Pe & 9 4 
42 (4.1) 52 (46) 
AGE 
Percent 
Male | 
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and the female 14 years. A total of 28 
patients have been at the hosiptal since before 
1git, the year in which Bleuler published 
his famous monograph. All of these long- 
term patients fall into the schizophrenic 
category except two, who were apparently 
incorrectly labeled paranoid condition. The 
oldest male was admitted in 1894 at which 
time he was 24 years old. The oldest female 
was admitted in 1897 at the age of 28. 

On the basis of this life expectancy and 
treatment-failure expectancy, we may expect 
that some of the patients admitted today in 
1956 will still be at the hospital to celebrate 
the arrival of the year 2000, 

Table 4 shows the distribution of patients 
according to educational level. This demon- 
trates that only 13% of the males and 22% 
of the females had completed high school or 
more. It thus appears that the “chronic” 
group has relatively few members whose 
educational background would make them 
sought-after workers in many fields of em- 
ployment. 

Similarly the occupational experience of 
the chronic group as shown in Table 5 has 
not been exceptional. The percentages in 
the “unknown” category were probably un- 
skilled laborers, bringing this group to a 
full two-thirds, with an additional 8.4% who 
had no occupation at all. It might also be 
noted that professional workers were almost 
nonexistent among the chronic males, ac- 
counting for only a fraction of 1% of the 
total. The female patients were tabulated 
according to their highest occupational 
achievement at any time that lasted longer 
than a few weeks. The 21% listed under 
the category of housewife includes only those 
who have had no other occupational ex- 
perience. Those listed as having no occupa- 
tion had not even been a housewife. The 
relatively large figure of 7.3% of the pro- 


TABLE 4 
DisTRIBUTION oF 2,166 “CHronic” PATIENTS BY 
Years or Scnoot CompLetep py Sex 


Percent 
A 


school 


Female 


12 (high school graduate).. 
13 or more 
Unknown 
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TABLE 5 


OCCUPATIONAL DISTRIBUTION OF 2,166 “CHRONIC” 
PATIENTS BY SEX 


Percent 


Occupation ‘Male Female 
RE 7.0 3.8 
21.0 
Unaskilied labor 59.3 31.2 
White-collar work ......... 5.9 13.6 


fessional category is accounted for chiefly by 
schoolteachers. We can see that in both the 
male and female chronic patients 75% have 
never developed any special occupational 
skills. 

Table 6, presenting the same groups ac- 


TABLE 6 


MariTAL DistrinuTion AT TIME OF ADMISSION OF 
2,166 “Crronic” Patients, BY SEX 


Percent 


Marital 

status Male Female 
22.8 33.8 
Divorced or separated...... 12.1 9.9 


cording to their marital status, shows that 
only 1 in 4 of the males and 1 in 3 of the 
females who became chronic had a marital 
partner interested in helping the patient 
get well or in soliciting his return to the 
community life. During the years of hospital 
stay some of these “married” patients have 
become separated, divorced, or widowed. 
Table 7 shows that over two-thirds of 
the males and over half the females had no 
living children at the time of admission. 
Children listed in hospital records were tabu- 


TABLE 7 
DISTRIBUTION OF CHILDREN AT TIME OF ADMISSION 
AMONG 2,166 “Curonic” PATIENTS, BY Sex 
Percent 
Children Male —“*#Femalie 


; 
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lated even though they were infants, dis- 
abled, or apparently not interested in the 
patient. 

Table 8 demonstrates that only 23% of 
the chronic males and 27% of the chronic 
female patients had both parents living at 
the time of their admission to the hospital. 
Since the median age of the males is 53 and 
that of females 57, it can be presumed that 
many of these parents have died since the 
patients were hospitalized. 

Only 9% of the chronic patients had no 
siblings, although in 10.5% of the females 
and 14.3% of the males the number of sib- 
lings was unknown. The number of siblings 
is obviously a poor index, since usually only 
one or two show any specific interest in the 
patient. The records make no clear distine- 
tion between those siblings that have been 
close to the patient and may be potentially 
helpful and those that are not interested. 

In the preceding discussion we have 
pointed out that few of the chronic group 
are married, that only a minority have both 
parents living, that 6 out of 10 have no 
children. This poverty of what may be called 
“first-line” family relationships does not ex- 
tend to siblings. Only 9% of the group were 
found to have no siblings at all and some 
80% had two or more. To determine some- 
thing about the interest shown by relatives 
in facilitating the patient’s release from the 
hospital, the records were studied to tabu- 
late the number of letters of inquiry re- 
ceived by the hospital about these 2,166 pa- 
tients during the last two years. The inter- 
esting findings are shown in Table 9. 

The tabulation of letters is intended to in- 
clude only those that express an interest in 
the patient’s welfare. Inadvertent counting 
of some which refer only to business matters 
makes the information pertaining to letters 


TABLE 8 


DISTRIBUTION OF PARENTS AT TIME OF ADMISSION 
AMONG 2,166 “CHronic” PATIENTS, BY SEX 


Percent 

Parents Male Female 
6.6 2.5 
One dead, other unknown ... 1.4 2.2 
Only father living .......... 8.9 12.6 
Only mother living ........ 15.6 18.3 


TABLE 9 


Proportion oF 2,166 “Curonic” PATIENTS ABOUT 
wHoM Hosprtac Recetveo Letrers or INQuiry 
DuRiING THE 2-YEAR Pertop ENDING JULY 1955 


Percent 
Number of - 
letters Male Female 
65.1 50.1 
6.3 8.7 


appear somewhat more favorable than it 
actually is. 

This inquiry into expression of interest 
by relatives was pursued further by tabu- 
lating office records of the number of pa- 
tients with personal spending money. Only 
8.1% had more than 20 dollars, while 22.9% 
had only from 1 to 20 dollars in their spend- 
ing acounts. A total of 69% had no per- 
sonal funds at all at the hospital. Among the 
31% who did have funds, an undetermined 
number derived their funds from their own 
savings, from Social Security, and other 
benefits rather than from interested relatives. 
About 10% of the chronic patients have 
relatives who are actively interested and 
visit often, while one-third never receive 
visitors. 

From all of the material presented we 
must conclude that the chronic patient has a 
severe poverty of resources available to moti- 
vate him to return to community life and to 
help him do so. 

The factor of duration of symptoms has 
not yet been tabulated for the males. Table 
10 shows that 40% of the chronic female 
patients exhibited gross symptoms recognized 
by their families for more than 4 years prior 
to their first admission, 

Description of the chronic male patient 
may be summarized in the following way: 


TABLE 10 


DuRATION OF SYMPTOMS BEFORE First 
ADMISSION AMONG 1,135 “CHronic” 


Duration of 
symptoms 


Years No. Percent 
ere .. 456 40.2 
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He has a median age of 53, a median dura- 
tion of hospital stay of 11 years, is probably 
unmarried and without children, has less 
than one probability in 5 of having both 
parents living, has lower than a high school 
education, has no more occupational ex- 
perience than that of the unskilled laborer. 
If he has any living relatives they show 
scant interest; they do not visit him, send 
him spending money, or write to the hospital 
about his welfare. 

Almost exactly the same profile could be 
outlined for the chronic female patient ex- 
cept that her median age is 57 and that her 
educational level is slightly higher than that 
of the male. 

Thus far we have described the group of 
patients who have already reached a level of 
chronic hospital residence and have observed 
that at this stage in their lives it would be 
most difficult to effect any change in the di- 
rection of a return to community life. This 
observation has been based so far on the 
social handicaps of the patients studied. 

All patients included in the organic disease 
categories were reviewed and it was con- 
sidered that very few could leave the hospi- 
tal at all, and these few patients would re- 
quire a substitute type of supervision. None 
was considered able to lead an independent 
life in the community. The patients in the 
diagnostic categories other than schizo- 
phrenia were also reviewed, and likewise 
very few were considered good prospects 
for leave of absence. For example, of the 
64 patients diagnosed as Without Mental 
Disorder, 59 were mental defectives who 
could not be placed elsewhere because of lack 
of facilities. Of the 9 cases of psychoneu- 
rosis, 4 should be considered schizophrenic 
reactions and the other 5 showed marked 
life-long inadequacy. The 1,403 schizo- 
phrenic patients will be described in a subse- 
quent paper in considerably more detail. 


PATIENTS 
HOSPITAL 


COMPARISON WITH WHO HAVE 


SUCCEEDED IN LEAVING THI 


Table 11 summarizes the difference be- 
tween the 400 patients who have successfully 
remained out of the hospital for 1 year and 
the chronic group discussed above. For con- 
venience these 400 patients are called “‘dis- 
charged” in the following discussion. 


The discharged male had a median age 
of 42, which is 10 years younger than that of 
the chronic male. The discharged female had 
a median age of 43 as compared with 57 for 
the chronic female. 

Where less than 1 in 4 (22.8%) of the 
chronic males and only 1 in 3 (33.8%) of 
the chronic females were married, 56% of 
the discharged males and 65% of the dis- 
charged females were married. 

More than half of the discharged males 
were unskilled laborers, just as in the case 
of the chronic males, However, 34% of the 
discharged males were skilled laborers, pro- 
fessional persons, or engaged in other white- 
collar work compared with only 20% of 
the chronic males in these 3 categories. Simi- 
larly, 33% of the discharged females were 
in these higher occupational levels compared 
with 25% of the chronic females. 

Only 48% of the discharged males had 8 
grades or less of school contrasted with 63% 
of the chronic group. Among the discharged 
males 28% had a high school education or 
better, compared with only 13% of the 
chronic males. Only 40% of the discharged 
females had 8 grades or less compared with 
55% of the chronic females, with 34% of 
the discharged females having completed 
high school education or better compared 
with 22% of the chronic females. 

In brief, the discharged patients had a 
much higher rate of marriage than the 
chronic group, a higher educational level, a 
greater proportion of persons in the occupa- 
tional group above that of unskilled labor. 


DISCUSSION 


It should be pointed out that all of the 
foregoing analyses relate to 2,166 hospital 


TABLE 11 


COMPARISON TABLE 


Percent 
Male Female 
% 
2 
2 ¢ 
Factor ra) a 
228 56.0 338 65.0 
Occupational skills 20.0 34.0 25.0 33.0 
Education (8th or less). 63.0 48.0 55.0 40.0 
High school or better ... 13.0 28.0 22.0 34.0 


: 
‘ 
ne 
le 
Jogi 


patients who have already become chronic 
hospital residents. Identification of these pa- 
tients will provide some basis for recogniz- 
ing a group of characteristics which predict 
chronicity in newly admitted patients. In 
other words, if the characteristics which ac- 
company chronicity are known, the new pa- 
tient who is going to become a chronic can 
be spotted earlier. 

With the group of patients who are al- 
ready chronic the task of treatment and 
placement in the community is extremely 
difficult. It is important to make the distinc- 
tion that this difficulty would be much less 
marked in planning the treatment and place- 
ment of new patients. 

This may suggest a new emphasis on the 
role of the social worker, who works largely 
with family relationships. Perhaps a social 
worker should deliberately select those pa- 
tients without families for special case work. 
The same development toward a new attitude 
may apply as well to the psychiatrist. He 
may now spend a disproportionate amount of 
time with patients whe have demanding 
families and unwittingly neglect the patient 
without such advocates. In the same way 
the doctor and social worker may find more 
interesting and attractive the patient with 
higher educational and occupational back- 
ground, when actually they should be spend- 
ing relatively more time with patients with- 
out these resources. In brief, the patient who 
may become chronic because of social liabili- 
ties actually needs the doctor and _ social 
worker more than any other patient. 

l‘uture research is needed in three major 
areas of inquiry: (1) The question of cause 
and effect in the relationship of mental dis- 
ease and the sociological factors described 
in this paper; (2) methods of treatment and 
management of that group of chronic pa- 
tients already accumulated in the hospital, 
including the question of development of 
both hospital and community resources in 
possible placement of this older group of 
chronic patients ; and (3) methods of treat- 
ment and management of the situation of a 
new patient whose characteristics seem to 
label him as a candidate for chronicity. 


SUMMARY 


1. The records of 2,166 patients who had 
been hospitalized continuously for two years 


or more were studied to identify the nature 
of the mental disease itself and to tabulate 
certain sociological resources which might 
play a part in the patient’s failure to recover 
and return to the community. 

2. Schizophrenics comprise 63% of the 
males and 67% of the females. Organic psy- 
choses account for 20% of the males and 
18% of the females, while functional psy- 
choses other than schizophrenia make up 
the remaining 17% of the males and 15% of 
the females. 

3. Median age of the males is 53 years 
and of the females 57 years. 

4. At the time of admission only 22% of 
the males and 34% of the females were mar- 
ried. This proportion is now smaller, since 
some patients have been divorced or widowed 
since admission. 

5. At the time of admission only 23% 
of the males and 27% of the females had 
both parents living; many of these parents 
have since died. 

6. Most of the chronic patients had a poor 
educational background. Eight grades of 
school or less represented the educational 
achievement of 74% of the males and 63% 
of the females. Only 13% of the males and 
22% of the females had completed high 
school or more. 

7. Occupational level is essentially that of 
unskilled labor—68% of the males and 70% 
of the females having no occupation or being 
unskilled laborers. Professional workers 
were almost nonexistent among the chronic 
males. 

8. Whatever the number of living rela- 
tives, most of the chronic patients seem to 
have few interested relatives. Over the last 
two years the hospital received more than 
three letters of inquiry in only 9% of the 
male cases and in only 15% of the female 
cases, Only 8% of the total have more than 
20 dollars while 69% have no _ personal 
spending money at all. 

g. The data are compared with similar in- 
formation obtained on 400 discharged pa 
tients. 


10, Distinction is made between those pa 
tients who have become chronic and are des 
cribed in this paper and the patients cur 
rently entering the hospital who are candi 
dates for chronicity. Awareness of the social 
factors described may facilitate the manage- 
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ment of these cases and help prevent chroni- 
city. 
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DISCUSSION 


J. W. Krapman, M.D. (Chicago, Ill.).—The 
authors have so clearly stated the salient charac- 
teristics of the chronic hospital patient as to give 
rise to many questions about the purposes and func- 
tions of hospitalization itself. Perhaps more im- 
mediately one question might be raised about these 
findings, namely the size of the sampling. I am 
fully convinced that the same kind of data will be 
uncovered in any large mental hospital with a com- 
parable group of chronic patients. 

Tabulated discretely, although it is the traditional 
scientific method, these characteristics of the chronic 
patients do not tell the whole story, nor even the 
most significant part of it. I may sound heretical 
when I suggest that more of the “field theory” will 
have to be incorporated in our study and methods 
of therapy if we are to gather the true significance 
of what we observe about patients. Seen in the 
framework of a kind of ficld theory the various 
characteristics of the chronic patient are significant 
points in a chain of reactions. 

Of course, the chronic organic type of psychiatric 
patient constitutes a problem in a different config- 
uration of significant points. We have in mind, 
however, the chronic functional group of psychotics. 

If, as only one example, we start with the first 
characteristic tabulated by the authors, that of low 
educational attainment, from a dynamic point of 
view there is far more than meets the eye. Educa- 
tion in its true and biological significance means an 
orientation to the world as a whole, with a deriva- 
tive pattern of significances. A human being does 
not directly respond to a stimulus, or rather a great 
many stimuli; he responds to the meanings of stim- 
uli. A psyche poorly stocked with meanings will 
find it difficult to adjust to reality. Academic levels 
of education and the kind of conditioning which true 
education implies are only roughly correlated, but 
even so we see that the tabulation of academic 
educational levels attained and the incidence of 
chronic schizophrenia have a rather high corre- 
spondence. 

In the case of the poorly-stocked psyche of these 
chronic schizophrenics I am persuaded even such 
an apparent artifact as semantic difficulties leads the 
individual far beyond the scope of good adjustment. 
Simple logical errors are likewise instrumental 
in the etiology of these functional psychoses. The 
evidence of these difficulties abounds in patients 
and even so-called “normals” and many examples 


can be cited. Clinically, these things are usually 
attributed to the results of the psychoses, but I am 
persuaded they are often causative. Naturally, there 
are many other factors which often enter into the 
resultant we call a psychosis. The concept of 
process schizophrenia may still be a useful one. 
Nevertheless, ruling out organic psychoses, possibly 
process schizophrenia and other unusual stresses, 
bearing in mind that everyone has a psychic tendon 
Achilles, we could start with an individual who, 
for many reasons, in his psychic make-up is de- 
flected from the acquisition of genuine meanings 
and significances, and acquires a narrow, poverty- 
stricken frame of reference. It is not surprising 
that he will derive many delusion-tinged hypotheses 
to explain the contradictions he necessarily encoun- 
ters because of his biased apperceptions. From there 
he spirals or plummets down to a state and situa- 
tion where he cannot afford a wife and children, 
even if he did have any considerable desire left. 
He provokes very little warm response from rela- 
tives and friends because of the lustreless, poorly- 
stocked personality. Because he is a bore and only 
a responsibility, friends and relatives tend to avoid 
him. Being thus constituted, with a paucity of 
significances in his outlook, he has no strong con- 
victions and therefore not enough stick-to-it-iveness 
to become a skilled craftsman. The end result may 
turn out to by a psychosis, most often schizophrenia. 
It is a curious finding that in most mental hospi- 
tals a peculiar difficulty in classification often arises. 
A patient is given a very apt classification, such 
as psychoneurosis, manic-depressive psychosis or 
even simple adult maladjustment. Some time later, 
from several months to several years, someone will 
be greatly surprised to discover that the same pa- 
tient turns out to be garden variety of schizophrenia. 
If we insist that the designations we give to func- 
tional psychic disorders are absolute entities, the 
surprise can well be understood; but if we recog- 
nize that schizophrenia is a kind of end result of 
most functional psychic disorders there will be 
nothing very remarkable in that finding. 
Psychiatry at present is in the process of re- 
evaluating the role of hospitalization in the treat- 
ment of the functional psychoses. If hospitalization 
is only a matter of safe-keeping that need not oc- 
casion a great deal of concern, but if we seek to 
make hospitalization truly therapeutic we shall not 
overlook to what extent hospitalization itself, as it 
is now so often constituted, conspires with the pa- 
tient to produce a state which robs him of all in- 
centive. By reason of the regimentation, dull, drab, 
monotonous routines and intellectual vacuum it so 
often provides, it conspires with the chronic pa 
tient to reaffirm the conclusions he has already 
reached. Future studies may yet confirm a suspicion 
already voiced by some investigators that some of 
the characteristics to be found in the hospitalized 
chronic schizophrenics are to a considerable extent 
artifacts fostered by the hospitalization itself. 
The authors of this paper have rendered a note- 
worthy service to psychiatry in so carefully and ob- 
jectively describing the significant characteristics 
of the chronic mental hospital patient. 
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Socio-Economic Status AND MENTAL Disorper IN THE METROPOLIS 


THOMAS A. C. RENNIE, M.D.2 LEO SROLE, Pu. D.* MARVIN K. OPLER, Pu. D.* anv 
THOMAS S. LANGNER, Pu. D.* 


At the Atlantic City meeting of the APA 
in 1955 we presented a preliminary report 
on a community study of mental health being 
conducted by the department of psychiatry 
in the Cornell University Medical College.* 

The purposes of the investigation, as sug- 
gested in its epidemiological approach, are 
three: (1) To establish the prevalence in the 
study population of various forms of mental 
health and illness across the entire mental 
health spectrum ; (2) to determine the dif- 
ferential distribution of these variants of 
mental health among the many cross-cutting 
demographic subgroups in the study popula- 
tion; (3) to trace factors etiologically sig- 
nificant for mental disturbance to their 
sources in specific socio-cultural conditions. 

We have been engaged on this project four 
years. Twelve full-time and 19 part-time re- 
search workers have at one time or another 
participated in the project, representing the 
disciplines of psychiatry, sociology, anthro- 
pology, psychiatric social work, and statistics. 


Our principal methods were of three 


kinds: The first, an intensive sociological- 
anthropological and demographic analysis of 
the community itself, its organization, its 
institutions, and its patterns of life. 

The population studied occupies a com- 
pact, central residential area of New York 
City that we call Midtown and numbers 
approximately 172,000 persons. This popu- 

1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, April 30- 
May 4, 1956. 

2Late professor of psychiatry (social psychia- 
try), Cornell University Medical College; attend- 
ing psychiatrist, The New York Hospital. 

8 Visiting professor of sociology, department of 
psychiatry, Cornell University Medical College. 

4 Visiting professor of anthropology, department 
of psychiatry, Cornell University Medical College. 

5 Research associate, department of psychiatry, 
Cornell University Medical College. 

® The study has been supported by the National 
Institute of Mental Health in the United States 
Public Health Service, the Milbank Memorial Fund, 
the Grant Foundation, the Rockefeller Brothers 
Fund, and the Corporation Trust Company. 


lation covers an extreme range in socio- 
economic status, from great wealth to 
poverty. In race it is 99% white. About 
one-third of this population are born New 
Yorkers, approximately one-third are Ameri- 
can-born migrants to New York, and the 
remaining one-third are foreign-born im- 
migrants, principally German, Irish, Czech, 
Hungarian, Italian, and British. 

In these respects, as in extreme popula- 
tion density (roughly 140,000 per square 
mile), the area has characteristics resembling 
those of “gold coast and slum” residential 
sections immediately adjoining the central 
business district in several other of the larg- 
est cities of the country’s northeastern and 
midwestern regions. 

The second method, designated as our 
“case-finding operation,” was directed to the 
search of records for the identification of 
all Midtown residents who were “open case” 
patients on May 1, 1953, of mental hospitals, 
both private and public, of clinics and of 
private therapists. By this method we estab- 
lished for the Midtown population the mag- 
nitude of treated psychopathology on a one- 
day prevalence basis. 

We were aware, however, that the magni- 
tude of treated psychopathology is analogous 
to the visible portion of an iceberg, that gives 
no basis whatever for judging the depth of 
the submerged portion, which for us was 
the mass of untreated psychopathology in 
the population. 

To map and measure this unknown and 
submerged mass required large scale re- 
search of extreme complexity and delicacy. 
This third phase of our study we designated 
the “sample survey operation.” On technical 
grounds we need not elaborate here, we nar- 
rowed our focus, for purposes of this opera- 
tion, to that segment of the study popula- 
tion that fell in the age range 20-59. We 
thus covered people who, in relation to the 
maturation cycle, were in the “prime of life.” 
This population universe numbered some 
110,000 individuals, Applying the most ad- 
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vanced methods developed for the purpose 
by the U.S. Bureau of the Census, we took 
a large random sample of our population 
universe, On the mathematical laws of 
chance we could be confident that within a 
relatively small margin of error this sample 
would be a true and representative cross 
section of the population from which it was 
drawn, Therefore, what we learned about 
this sample would hold true for the popula- 
tion it represented on a reduced or miniature 
scale. 

With the sample numbering many hun- 
dreds of individuals, all, of course, com- 
pletely unknown to us previously, each had 
to be screened in order to assess his mental 
health condition. This could not be practic- 
ably accomplished on a mass basis by the 
usual extended clinical methods of diagnosis. 
The method of choice was a single interview 
of about two hours with each individual. 
This interview was structured by a question- 
naire incorporating some 400 items of infor- 
mation on physical health history, person- 
ality symptoms and functioning, childhood 
history, parental socio-economic and cultural 
background, work history, interpersonal as- 
sociations, and other areas of current life 
adjustment. 

The large staff of interviewers, all with 
professional training and experience in in- 
terviewing, consisted of psychiatric social 
workers, case-workers, clinical psychologists, 
sociologists, and anthropologists. 

The symptom questions had the general 
character of items in such widely used per- 
sonality inventories as the Army’s Neuro- 
psychiatric Adjunct and the Minnesota Mul- 
tiphasic Inventory. In fact, the core of our 
110 symptom questions was adapted from 
items in these two validated instruments. 
Others were newly derived on the basis of 
extensive clinical experience. 

Our interviewers recorded other informa- 
tion volunteered by the sample respondent, 
as well as their own observations and im- 
pressions of the respondent. From these 
data, and the rest of the two-hour interview 
protocol, two staff psychiatrists made inde- 
pendent mental health evaluations of each 
respondent. 

Obviously the psychiatrists’ goal in as- 
sessing the interview information was a gross 
evaluation. For each respondent their evalu- 


ations took the form of three different kinds 
of classification. The first, designated the 
“Mental Health Rating,” was a classification 
of degree of disturbance, including as cate- 
gories, Severe, Moderate, and Mild disturb- 
ance, and Symptom-free or Well. The 
second classification, that we call “Gross 
Typology,” involved more conventional but 
broad nosological categories, such as Psy- 
chotic, Neurotic, Personality Trait Type, 
each of which was qualified by the term 
“Probable.” The third classification, desig- 
nated “Symptom Constellations,” included 
such familiar categories as Depressive, Para- 
noid, Schizoid, and Compulsive. 

When we report that we interviewed 1,660 
individuals, representing a random, cross 
section sample of a community population 
numbering 110,000, the magnitude of our 
psychiatric screening and evaluation pro- 
cedures can perhaps be appreciated. We 
shall not report the many painstaking pre- 
cautions we took at every point in this 
Sample Survey Operation, including con- 
struction and pretesting of the questionnaire, 
selection of the sample, our approach in 
arranging the interview, selecting and train- 
ing the interviewing staff, checking and proc- 
essing the protocols, preparing the evaluat- 
ing psychiatrists for their special and 
independently performed tasks, etc. 

Having briefly indicated our methods and 
goals, and the nature of our study popula- 
tion, we devote the remainder of this discus- 
sion to one special segment of our Sample 
Survey data. 

As indicated earlier, our ultimate objec- 
tives, beyond measuring the volume of both 
treated and untreated psychopathology in 
the study population, included the determina- 
tion of differential concentrations of mental 
disorder in the various socio-cultural sub- 
groups, and finally, tracing the life conditions 
contributing to these subgroup variations in 
frequencies of psychopathology. 

One of the dominant axes of social dif- 
ferentiation in our society, and particularly 
conspicuous in our study population, is that 
of socio-economic status. 

Social scientists define social status or 
social class as a stratified system of graded 
ranks, culturally evaluated in terms of differ- 
ences in the intangibles of position, prestige, 
prerogatives and privileges and in the tangi- 
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bles of material rewards, consumption and 
possessions. The graded rank order of mili- 
tary organizations provides an illustration 
of a specialized system of social status in 
extreme and classically developed form. 
Anthropologists have established that in 
societies the world over, the greater the com- 
plexity of an economy, #.e., the greater the 
differentiations or specializations of work 
roles, the greater is the elaboration in the 
social class system, Historians have fully 
documented this proposition for earlier 
periods in what we call Western civilization. 
Two major types of social status system 
have been identified. The first is referred to 
as the “closed” type and is characterized by 
three main features: (1) the lines differenti- 
ating the several social class strata, and re- 
stricting social intercourse, are sharply 
drawn ; (2) status, as acquired from parents, 
remains fixed for life; and (3) marriage 
can occur only with a person of the same 
social class. The feudal system of medieval 
Europe is an excellent example of the type. 
The second and “open” type of social class 
system, found in contemporary America, is 
characterized by the following contrasting 
features : (1) status as acquired from parents 
is changeable ; (2) marriage outside of one’s 
social class is possible; and (3) because 
status change or mobility actually occurs on 
a fairly large scale the system is fluid rather 
than rigid. Consequently the lines of status 
differentiation are blurred, and resemble the 
shadings of the chromatic spectrum. 
Nonetheless, it is possible to discern in our 
society three major status categories, namely 
the wealthy or “upper class,” the middle or 
“white-collar” class, and the lower or “blue 
collar” class. And in community studies of 
socio-economic phenomena social scientists 
have distinguished in each of these categories 
a top and a bottom substratum. Thus, the 
bottom stratum of the upper class consists 
of the nouveau riche, whereas the top stratum 
consists of “old families” having long-estab- 
lished and inherited wealth. Within the 
lower class the top stratum consists of skilled 
workmen who are usually above the line of 
a self-supporting minimum standard of liv- 
ing. The bottom stratum consists of the 
unskilled laborers with unsteady employment 
that often pushes them below a minimum 
standard of living and into relief agencies. 


This is not merely an economic classifica- 
tion based on differences in occupation, in- 
come, and standard of living, although these 
are important determinants of status. By 
way of concrete illustration, suppose that we 
were able to conduct this hypothetical experi- 
ment: take normally and identically en- 
dowed, newly born male triplets of an aver- 
age middle-class family of Anglo-Saxon and 
Protestant extraction, place one for perma- 
nent adoption in another average middle- 
class family, place the second similarly in an 
average upper-class family, and the third in 
an average lower-class family, all three of 
these families likewise of Anglo-Saxon and 
Protestant extraction. Then observe them 
on a participant basis regularly over a period 
of years well into their adulthood. 

From current knowledge, far from com- 
plete as yet, as gathered by students of 
American social class phenomena, what could 
we expect to observe as to the differences 
first in the conditioning and life experiences 
of the three boys? From the very beginning 
we would find differences, some subtle and 
some gross, in patterns of feeding, training, 
rewarding and punishing, in modes of ex- 
tending and withholding affection, in patterns 
of reaction to impulsive, aggressive and other 
forms of unacceptable behavior. As the boys 
grew toward school age there would be dif- 
ferences in the behavioral standards, life 
values and goal expectations defined for 
them, in the manner or emphasis of these 
definitions, and in the kinds of examples 
presented them as goal models. Moreover, 
there would be considerable differences in 
the patterns of intrafamily interactions, dif- 
ferences of paternal and maternal role per- 
formances, in sibling roles, in the qualities of 
family integration and mutual support, in 
the pressures of needs and wants against 
financial means, in the margins of flexibility 
and balance in the face of such life crises as 
illness, incapacitation, and death. 

During their play with other boys we would 
find vast differences in their neighborhood 
environments, in the “codes of the street,” 
in recreational facilities, in adult interest and 
supervision, in stimuli and opportunities for 
deviant behavior. There would be differ 
ences also among the three sets of parent 
in the types of friends they chose, in their 
styles of relating themselves to such friends, 
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in patterns of recreation during leisure 
hours, in their attitudes and outlook toward 
immediate and distant social settings, toward 
themselves and toward life itself. 

As the boys grew toward the point of 
considering choices of career there would 
likely not only be different kinds of interests, 
aspirations and evaluations of self-adequacy 
among them but also different ranges of op- 
portunity to be considered realistically in 
relation to their circumstances. 

Thus, the social worlds that would have 
conditioned the three boys are regarded by 
social scientists as representing three rela- 
tively distinct variants or subcultures of the 
larger and generalized American culture. 

Would these differences in their socio- 
cultural worlds be sufficiently weighty to 
have observable consequences for their per- 
sonalities? Unfortunately there have been 
few personality studies made as yet of dif- 
ferent social class groups. [But those that 
have been made, usually involving compari- 
sons of lower-class and middle-class children, 
are consistent in indicating that the answer 
is yes. 

We have attempted to define and concret- 
ize the phenomena of social class status in 
order to specify the basis for our hypothesis 
that the variations in the cultural and eco- 
nomic conditions associated with such status 
are highly relevant to mental health. 

Before presenting the evidence bearing 
on this hypothesis, we point out that we clas- 
sified our respondents by ranking and scoring 
them in terms of the combination of feur 
objective status components, namely, educa- 
tion, occupation, income, and rent as an in- 
dex of standard of living. We then cut the 
composite score distribution into three more- 
or-less equally populated categories that we 
designated Lower, Middle, and Upper class. 

One of the schemas applied by the staff 
psychiatrists in evaluating the respondents’ 
interview record was referred to as “Symp- 
tom Constellations.” In the interest of brev- 
ity we shall indicate the general direction of 
the social class trend only in the frequencies 
of the principal symptom constellations. 

In the sample as a whole 75% were found 
by the staff psychiatrists to manifest signifi- 
cant symptoms of anxiety. The proportions 
exhibiting such symptoms in the lower, 
middle, and upper classes were 76.3%, 74.1% 


and 75.5% respectively, representing sta- 
tistical identity. Hence, anxiety is not only 
highly prevalent in our study population, but 
given that it is completely independent of 
so important a factor as socio-economic 
status, it must be regarded as a highly gen- 
eralized psychological phenomenon as well. 

We hasten to add that among the various 
constellations anxiety is decidedly the ex- 
ception in its independence of the status fac- 
tor. All other constellations found in suf- 
ficient numbers in our sample not only vary 
with social class, but vary in the same direc- 
tion, That is, they are most prevalent in the 
lower class and least prevalent in the upper 
class. Among the constellations varying in- 
versely with status are the following: (1) 
Rigidity, (2) Suspiciousness, or latent para- 
noid tendency, (3) Depression, (4) Hypo- 
chondriasis, (5) Alcoholism, (6) Immatur- 
ity, (7) Neurasthenia, (8) Withdrawal or 
latent schizoid tendency, (g) Passive depend- 
ency. 

We emphasize that these types of symp- 
toms occur most often by far in the lower 
class, less often in the middle class, and least 
often in the upper class. 

The second classificatory schema applied 
to all respondents by the staff psychiatrists 
was that referred to as Gross Typology. 
One and only one category varied directly 
with status and that was the Simple Neurotic 
Type, which is one of several neurotic types 
and is characterized by anxiety symptoms 
uncomplicated by somatization or person- 
ality trait formation. The type was found in 
25% of the lower-class and in 43% of the 
upper-class respondents, a statistically sig- 
nificant difference. 

All other types varied inversely with 
status, i.e., were most characteristic of the 
lower class and least characteristic of the 
upper class. These included: (1) Probable 
Psychotic Type: found in 13% of the bottom 
stratum and in 3.6% of the top stratum, a 
ratio of more than 3 to 1; (2) Probable 
Neurotic Trait Type: found in 20% of the 
lower class and 11% of the upper class, a 
ratio of about 2 to 1; (3) Probable Person- 
ality Trait Type: found in 15% of the lower 
class and in 5% of the upper class, a ratio of 

The final classification applied to the 
sample respondents by the staff psychiatrists 
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was the Mental Health Rating. This repre- 
sented a ranking of respondents according 
to the degree of disturbance as manifested 
in the extent and gravity of current intra- 
psychic symptoms formation. The catego- 
ries of disturbance were Severe, Moderate, 
Mild, and Symptom-free, or Well. It should 
be added that in making this rating the staff 
psychiatrists did not have available to them 
information on the socio-economic status of 
the respondent. Accordingly, there is no pos- 
sibility that a social class bias operated in 
the assignment of these ratings. 

We would first note that among the three 
social classes there is no significant difference 
in the proportions of respondents with 
Moderate and Mild forms of disturbance, the 
two intermediate categories in this classifica- 
tory schema. But there are decided differ- 
ences in their proportions at the extremes of 
the disturbance range. 

Specifically, cases of Severe disturbance 
are found among 28% of the lower class, 
18% of the middle class, and 9% of the 
upper class. On the other hand, we find a 
completely reversed set of proportions for 
the Well or symptom-free respondents, 
namely 11% of the lower class, 19% of the 
middle class, and 26% of the upper class. 

In other words, the ratio of severely 
disturbed to symptom-free respondents is 
roughly three times larger in the lower class 
than in the middle class, and approximately 
three times larger in the middle class than in 
the upper class. 

We submit this evidence in support of our 
hypothesis that the variations in the cultural 
and economic corollaries of social class status 
are highly relevant to mental health. The 
evidence goes farther in compelling the con- 
clusion that downward on the social class 
scale these corollaries carry increasingly 
weighty psychopathogenic consequences. 

A related question has to do with the ac- 
cessibility of psychotherapy to severely dis- 
turbed respondents differing in socio-eco- 
nomic status. We emphasize that in our 
judgment these severely disturbed respond- 
ents are in need of psychotherapy. 

The proportion of the severely disturbed 
in each status group who were in therapy 
at the time they were interviewed for 
the Sample Survey Operation is as follows: 


Lower class, 1% ; middle class, 4% ; upper 
class, 20%. 

Accordingly we must conclude that pro- 
gressively lower socio-economic status not 
only carries progressively heavier pathogenic 
weight, but also carries with it progressively 
greater inaccessibility of remedial therapy. 
This discrepancy is by no means the least of 
the disadvantages of lesser status in our 
population. 

An open type of social class system, such 
as we have in highly developed form in 
American society, is characterized by status 
change, with some individuals achieving a 
status either higher or lower than that of 
their parents. Sociologists refer to such 
change as upward mobility and downward 
mobility respectively. 

We hypothesized that status mobility is 
related to mental health. To test this hy- 
pothesis we used occupation as the index of 
status. We arranged the occupational 
hierarchy into six ranked categories, or 
levels, consisting of the white-collar occupa- 
tions—divided into high, middle, and low, 
and the blue-collar occupations, similarly di- 
vided into high, middle, and low. Focusing 
on the sample males alone, and having in- 
formation on the respondent’s father’s occu- 
pation when the father was in his forties, 
we could compare respondents and_ their 
fathers according to their respective occupa- 
tional levels. We could accordingly differ- 
entiate whether or not a respondent had 
changed in occupation relative to his father’s 
level, and whether the change was upward 
or downward. 

The distribution of the sample males on 
this scale of occupation change was as fol- 
lows: Upward, 31%; no change, 35%; 
downward, 34%. 

Using the proportion of severely disturbed 
in each of these three groups as our criterion, 
we find that in the downward mobility group 
26% are severely disturbed; in the non- 
mobile group this proportion declines to 
17% ; and in the upward group the propor- 
tion declines further to 12%. Thus, the 
downward mobile males have the highest rate 
of severe disturbance and the upward mobile 
the lowest. 

This suggests that mental disorder tends 
not only to deter upward occupational mo- 
bility, but also to precipitate downward mo- 
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bility. It is therefore one of the factors con- 
tributing to the fluidity or movements of 
status in the social class system. 

In summary, our main purposes in this 
paper have been: 

1. To describe the Midtown study, its 
focus, objectives and methods. 

2. To convey the results of social science 
thinking and research on a central aspect of 
American society, namely, the differentiating 
phenomena of socio-economic status. 

3. To suggest the relevance of these phe- 
nomena to psychiatric thinking and methods, 
by testing the hypotheses that prevalence of 
psychopathology varies inversely with socio- 
economic status and accessibility of psycho- 
therapy varies directly with such status. 

With one exception, the evidence pre- 
sented fully supports these two hypotheses. 
We have also found support for the hypothe- 
sis that status mobility is related to mental 
health. 

In the on-going analysis of our data we 
hope to uncover some of the factors con- 
tributing to these relationships. In the mean- 
time, we believe certain of these findings 
carry important implications both for di- 
rections of preventive psychiatry and for 
strategy of public policy in planning thera- 
peutic services. 


DISCUSSION 


BenjJAMIN PasaMAnick, M.D. (Baltimore, 
Md.).—Mental health epidemiologists have been 
eagerly awaiting another installment of the Mid- 
town studies of Dr. Rennie and his co-workers and 
I am happy to have this opportunity to hear and 
discuss this exceedingly important piece of work. 

I am selfish enough to have wished that Dr. 
Rennie had utilized the time he devoted to his 
theoretical formulations, with which few would 
disagree, to a more detailed account of his method- 
ology and survey instruments. Since these are given 
only in outline I find it impossible to evaluate them 
critically except for a few minor points. 

First, it is unfortunate that the Cornell workers 
confined their survey to one limited geographic area 
of New York, eliminating Negroes and Puerto 
Ricans, making it impossible, by adjusting rates, 
to obtain prevalence data on an entire urban popu- 
lation. This forces them to study internal associa- 
tions. 

Secondly, I am happy to note that Dr. Rennie 
states that their psychiatrists performed their evalu- 
ations of the protocols independently. My notes of 
his paper last year contained a remark that evalua- 
tion was achieved by consensus. I believe this to be 
a quite dangerous method since in our well-known 


tolerance of each others opinions we tend to accept 
another's opinion if he accepts ours, and this may 


lead to inordinately high rates. In addition it 
eliminates the possibility of testing reliability of 
psychiatric judgment. 

Thirdly, I think it would be more accurate for 
the authors to speak of upper, middle, and lower 
socio-economic thirds rather than classes. The 
method of division used in this study is frequently 
a neater statistical device and avoids definition of 
social classes but does not coincide with the actual 
class distribution numerically. There must obvi- 
ously be some overlap of class membership. 

It is difficult to leave methodology incompletely 
discussed since it is obvious that the findings are 
dependent upon this factor. However, no matter 
what the method, I find the study results stagger- 
ing. Three-quarters of this sample of an urban 
population has pathological anxiety. I presume 
pathological is meant since I am sure we must all 
agree that some anxiety should be part of all hu- 
man activity. Of the lower third 13% is probably 
psychotic, 43% of the upper third probably neu- 
rotic. When I add the diagnostic categories, unless 
they overlap, 73% of the lower third and 62% of 
the upper third have mental illnesses, with 28% 
of the lower third severely disturbed. This is simply 
incomprehensible to me. How can any society 
function under such conditions? While the re- 
mainder of the country has facetiously made such 
comments about New York, as New York bred I 
do not believe the city is that much different from 
other urban centers. I might point out that in our 
own recent Baltimore survey done by the Com- 
mission on Chronic Illness, where a random sample 
of the entire urban population was examined by 
physicians, our prevalence of psychiatric entities, 
excluding personality disorders, was well under 
10%. Obviously our criteria must have differed 
from those in the Midtown study. 

The class differences in rates of total illness are 
in accord with expectation and are similar to most 
morbidity surveys. Our own studies of socio-eco- 
nomic status and some precursors of neuropsychi- 
atric disorder indicate what some of the etiologic 
factors might be. 

Dr. Rennie very properly forced psychiatric 
judgment blind to socio-economic status. However, 
a more important consideration is the possible bias 
during the gathering of the data. What bias in 
observation and reporting was involved in the fact 
that the interviewers did not come from the same 
class as the respondents—or that the total configura- 
tion and context of the interview had different 
meanings for members of different classes? Could 
this have influenced judgments of rigidity, suspi- 
ciousness, immaturity, passive dependency, etc.? 
Incidentally, I hope that when this paper is pub- 
lished, numbers of the various characteristics studied 
as well as rates will be included so that we can 
make independent evaluation of the significance 
of the differences found. 

It is a tribute to the importance of this study that 
there are innumerable further points which could 
be raised. There is one more and I have done. 
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The authors report an association of increased dis- 
turbance with downward social mobility. This is 
in contrast to the New Haven studies of Redlich 
and Hollingshead, who found their schizophrenics 
and neurotics to be upwardly mobile; and to the 
Buffalo studies of Lapouse, Terris and Monk, who 
found no particular gradient in either direction in 
schizophrenics. We now have all three possible 
directions of movement, and the dilemma will have 
to be resolved in some fashion. 

I would like to thank Dr. Rennie and his associ- 
ates for the opportunity to read their extremely 
interesting paper and to inform them that we are 
all eagerly looking forward to the details of his 
methods and findings. 

REPLY TO THE FOREGOING 

Leo Srore, Pu.D. (New York City).—Dr. 
Pasamanick calls for a more detailed account of 
our research “methodology and survey instruments” 
and also of our countermeasures against “bias in 
observation and reporting” on the part of inter- 
viewers. Of course, we completely support the 
pertinence of Dr. Pasamanick’s call. As proof, we 
point in evidence to the fact that the first volume 
of the monographic report of our study, now in 
preparation, will have two full chapters and several 
appendixes focused on the highly specialized and 
technical details of cur research design. But the 
time our paper had available on the program was 
only 30 minutes. Moreover, with the study ap- 
proaching its fourth anniversary, it was the sense 
of Dr. Rennie and his colleagues that the interest 
of the APA membership would be more in the 
direction of our general approach and a sample of 
our substantive findings. 

Rather than focus on one “limited geographic area 
of New York,” as we did, Dr. Pasamanick would 
have studied the entire population of the city. 
Practical considerations aside, it should be clear 
that both alternatives are equally defensible, de- 
pending upon the investigator’s purpose. As speci- 
fied in the paper, our purpose was to study a species 
of extreme urbanism such as is found in the white 
population of Manhattan and in other of America’s 
largest cities. Thus our focus was fixed not on 
New York City as a whole, but on an American 
phenomenon both more specific and more general- 
ized. Our study area fits this purpose. 

There is no contradiction between Dr. Rennie’s 
1955 paper and the 1956 paper, as to the method 
hy which the staff psychiatrists evaluated the men- 
tal health of our sample population. Consensus may 
be an outcome of face-to-face interaction or of 
independent decisions. On his question, he would 
reassure Dr. Pasamanick that our psychiatrists 


made the mental health evaluations independently of 
one another. 

I can comment only briefly on a number of 
points in Dr. Pasamanick’s discussion of the study's 
“staggering” results. The prevalence of anxiety 
in the study population was based on the judg- 
ments of the staff psychiatrists applied to the in- 
terview protocols and involved the criterion of 
“multiple, significant symptoms of anxiety.” They 
did not consider such as necessarily pathological 
in the clinical sense, as Dr. Pasamanick seems to do. 
But they were clear that it involved more than 
“some anxiety [that] should be part of all human 
activity.” 

A similar consideration applies to his discussion 
of the study findings on the diagnostic categories. 
Our sample is based on a community rather than 
a clinical population. Accordingly, the neurotics, 
by way of illustration, range from the “mild” 
variety, who fuuction exceedingly well despite their 
intrapsychic symptoms and will never require psy- 
chotherapy, to the “severe” who are in certain be- 
havioral respects incapacitated and urgently require 
therapy. In short, the diagnostic categories, ex- 
cept for the “probable psychotics,” include clinical, 
subclinical, and presumptively nonclincal shades of 
disturbance. 

Equally important is the fact that the ques- 
tionnaire devised to structure the interview with 
sample respondents covered a wide range of in- 
formation beyond symptoms of a frankly psy- 
chopathological kind. As one illustration, sys- 
tematic information was secured on a series of 
somatic disorders that have come to be regarded as 
probably psychogenic in nature or in which psy- 
chological factors might play a role. Taken in con-— 
junction with information on intrapsychic function- 
ing, such disorders were given appropriate weight 
by the staff psychiatrists in making their mental 
health evaluations. Thus, disorders of the psycho- 
somatic type, as well of the conventional psycho- 
pathological type, figure in our findings. 

As to the possibilities of artifacts of the research 
process differentially influencing our findings on the 
relationship of the mental health and social status 
variables, Dr. Pasamanick’s observations are well 
taken. This is a many-faceted methodological prob- 
lem. We cannot adequately discuss here the tech- 
nical precautions we took to minimize such pos- 
sibilities, but give reassurance that such precau- 
tions were taken. 

We are grateful indeed for Dr. Pasamanick’s 
constructively critical and technically sophisticated 
observations. We trust he will find the study's 
three-volume report, publication beginning in 1957, 
to be scientifically more rewarding than was our 30- 
minute report on the APA program 
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PACATAL 
MANFRED BRAUN, M.D.,! Onto 


Pacatal which is 10-(N-Methyl-3-piperi- 
dylmethyl)-phenothiazine, is one of the 
newer, very interesting ataraxics. Warner- 
Chilcott Laboratories, producers of Pacatal, 
gave me an opportunity to evaluate this 
ataraxic on a small, selected group of pa- 
tients in the Cleveland State Hospital. | 
selected patients who had been very resistant 
to any kind of therapy. 


Case 1.—N. B., 60 years old, diagnosed chronic 
brain syndrome associated with cerebral arterio- 
sclerosis, with psychotic reaction, had been mentally 
disturbed for several years; poor results with vari- 
ous ataraxics, very excited most of the time, con- 
fused, and difficult to control. ECT was not applied 
because of poor condition of cardiovascular system. 
I put patient on Pacatal therapy, 50 mg. ba.d. in- 
creasing dosage gradually to 50 mg. q.i.d. and then 
gradually reducing it to a maintenance dose of 50 
mg. b.id. until the present time. Patient has com- 
pletely changed. He is placid, easily manageable, 
and less confused although, of course, the organic 
signs remain unchanged. 

Case 2.—W. B. J., a 30-year-old man, psychotic 
symptoms for 3 years, diagnosed schizophrenic re- 
action, chronic undifferentiated type, had many 
courses with various ataraxics, ECT and insulin 
coma with poor results. In August 1956 patient was 
put on Pacatal 50 mg. b.i.d., increased it gradually 
to 100 mg. q.i.d. Already after the first week of 
therapy patient improved remarkably, with fewer 
paranoid ideas, less restlessness; patient became 
more cooperative, more manageable, and was able 
to establish better relationship with his environ- 
ment. For a few days, I increased the dose of 
Pacatal 200 mg. q.i.d., but after 3 days reduced it 
because of patient's fainting spells which disap- 
peared entirely after reducing dosage to 100 mg. 
q.i.d. Gradually I was able to decrease the dose 
to 50 mg. b.i.d., and maintenance dose has been 
continued for a few months without any untoward 
effect; patient maintains good relationship, is able 
to go home on short passes, and might go home 
on trial visit in the near future. 

Case 3—J. W., a 15-year-old boy, diagnosed 
juvenile schizophrenic reaction with a history of 
psychotic breakdown a few months prior to ad- 
mission, because of poor family circumstances and 
poor insight on the part of the divorced parents, 
was admitted to the State Hospital only after the 
neighbors started to complain about his behavior. 


1 Cleveland State Hospital, Cleveland, Ohio. 
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his admission with apparently good results but 
showed frequent relapses although the dosage was 
as high as S00 mg. a day. I dared not go higher 
because of occasional fainting spells and palpitation. 
In August 1956 I combined Pacatal with Thora- 
zine— 50 mg. Pacatal b.i.d. and Thorazine 50 mg. 
q.i.d.; patient showed no untoward effect. I gradually 
increased the dosage of Pacatal 50 mg. q.i.d., and 
Thorazine 50 mg. q.i.d. combined ; then gradually to 
Thorazine 100 mg. q.i.d. and Pacatal 100 mg. q.i.d. 
with no untoward effect. Gradually patient's im- 
provement became stabilized with no relapses. Now 
patient has been on Pacatal 50 mg. bid. and 
Thorazine 50 mg. b.id. for 2 months. He is able 
to go home on extended visits and is scheduled for 
trial visit within a few weeks. 

Case 4.—J. Y., a 15-year-old boy, admitted July 
21, 1956, to the State Hospital with a diagnosis of 
juvenile schizophrenic reaction, had been mute for 
one month and continued so after admission. Thora- 
zine was tried in combination with Serpasil ; patient 
became more cooperative on this medication but 
did not start to talk, but followed verbal or written 
instructions. Finally he received 4 ECT with the 
result that he started to talk, but remained shy and 
withdrawn. In August 1956 I started him on a 
combination of Thorazine and Pacatal, increasing 
gradually to a dose of 100 mg. Thorazine q.i.d. and 
Pacatal 100 mg. q.i.d., after a few weeks gradually 
decreasing the dosage to 50 mg. Thorazine b.i.d. 
and 50 mg. Pacatal b.id. He has been on this 
maintenance dose for 24 months, with no untoward 
side-effects. Patient is much more interested in his 
environment, is very cooperative; his relationship 
with his environment is much better. He is able 
to go home on short passes and now receives in- 
tensive individual and group psychotherapy and 
takes part in group activities. 


Recently I have started Pacatal medica- 
tion either alone or in combination with 
Thorazine on 4 other patients who had been 
very resistant to any other therapy. There 
has been encouraging progress with these 
patients, but the observation period is too 
short for conclusions. 

The combination of Pacatal and Thorazine 
appears to be very advantageous because 
they seem to neutralize their individual side- 
effects, as Canadian sources have indicated 
before. The drop in blood pressure is much 
less if these ataraxics are used in combina- 
tion; the somewhat depressive reaction of 
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Thorazine seems to be neutralized by the ac- 
tion of Pacatal. I have not noticed any 
untoward effect on the granulocytes. Further 


investigation and evaluation of Pacatal is 
certainly warranted and should be encour- 
aged. 


A TWO-STAGE HAND LEVITATION TECHNIQUE FOR THE 
INDUCTION OF HYPNOSIS 


JEROME M. SCHNECK, M.D." New Crry 


The hand levitation technique for inducing 
hypnosis involves concentration of attention 
by the subject on one of his hands with ob- 
servation of minor finger movements and 
sensations. Suggestions are given that such 
movements will become more pronounced, 
followed by automatic lifting of the hand 
into the air and continuation of movement 
toward the face, with the hand ultimately 
touching the face when a trance state has 
been achieved. Hand levitation is preferred 
by some hypnotherapists and experimenters. 
Ocular fixation induction is more widely 
used because it is generally faster and easier 
for subject and operator. Pattie(1) ascribes 
to Erickson the introduction of hand levita- 
tion in 1928. 

After reevaluating induction methods re- 
cently(2), a two-stage hand levitation in- 
duction was introduced with gratifying re- 
sults. The subject is requested to raise his 
hand very slowly and deliberately into the 
air while observing the movement and his 
sensations. The movement is demonstrated 
to him if necessary to establish the desired 
rate. Suggestions are then given which con- 
vert the deliberate movement to an automatic 
movement for standard follow-through. The 
first stage is intended to eliminate completely 
the inertia of the hand at rest which other- 
wise may not be overcome. The slow initial 
pace of elevation is necessary preceding con- 
version to automatic levitation to insure ade- 

' Clinical assistant professor of Psychiatry, State 


University of New York College of Medicine at 
New York City, 26 West oth Street, New York. 


quate time for pertinent suggestions before 
the hand touches the face. With the two- 
stage method I have found the rapidity and 
ease of induction to approximate, and at 
times surpass, that of ocular fixation. The 
admitted disadvantage of greater operator 
effort and endurance is circumvented. 

Effective inductions with the two-stage 
hand levitation technique were achieved in 
16 successive patients seeking hypnotherapy. 
It has been used satisfactorily as well for in- 
ductions with patients who have already en- 
tered hypnotic states with other methods. 
This method may be substituted for the 
standard levitation technique without dis- 
advantage. For routine therapeutic practice 
with limitations on time devoted to each ses- 
sion the two-stage approach possesses an 
obvious advantage. Modifications of the 
hand levitation technique, usually more 
lengthy and complex, based on special pa- 
tient requirements, have been described by 
Erickson(3) and others. Dynamics of hyp- 
notic induction and of hypnotherapy are re- 
corded elsewhere( 4, 5). 
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A COMPARATIVE STUDY OF TWO CENTRAL NERVOUS SYSTEM 
STIMULANTS, MER-22 AND S.K.F. #5, ON CHRONIC, BLOCKED 
AND WITHDRAWN PSYCHOTIC PATIENTS 


F. HAGENAUER, M.D., L. H. RUDY, M.D., ano H. E. HIMWICH, M. D.! 
Gacespure, 


MER-22 and S.K.I. #5 are the tempor- 
ary names applied to  1,2-diphenyl-1-(4 
piperidyl)-ethanol by the Wm. S. Merrell 
Company and to (3,4-methylene-dioxyphenyl 
iso-propylemine HC1) by the Smith, Kline 
and Irench Laboratories respectively. The 
first of these two drugs is related closely by 
chemical structure to azacyclonol (Frenquel ) 
and pipradrol (Meratran). As indicated in 
recent observations, azacyclonol has a tran- 
quilizing effect on hallucinatory patients as 
well as on human subjects and laboratory 
animals under the influence of mescaline and 
LSD. MER-2z2, unlike azacyclonol, but simi- 
lar in some ways to pipradrol, is a central 
nervous system stimulant. S.K.F. #5 is in- 
cluded in the group of central nervous system 
stimulants because of its structural relation- 
ship to the sympathomimetic amines and its 
excitant effect on animals, 

In the present research, an attempt has 
been made to evaluate the effects of MER-22 
and S.K.F. #5 on withdrawn, blocked and 
retarded patients with chronic, psychotic re- 
actions, The main purpose was to determine 
whether or not the behavior of these patients 
could be rendered more out-going and their 
withdrawal and blocking favorably influenced 
by the central nervous system stimulating 
action of these drugs. These drugs were 
given to 19 patients who exhibited different 


1 Galesburg State Research Hosp., Galesburg, III. 


behavioral aberrations, but who had in com- 
mon retardation, blocking, profound with- 
drawal and hypoactivity. 

In the study of the effect of MER-22 on 
chronic, blocked and withdrawn psychotic 
patients there was ample evidence that MER- 
22 has a certain stimulating influence upon 
behavior. The improvements were not of a 
sudden and dramatic nature and the basic 
psychotic processes remained untouched. 
Light of 19 patients became less inactive, less 
withdrawn, more alert and communicative 
and therefore made better ward adjustments 
while under the influence of the drug. After 
the drug was stopped there was an obvious 
regression to their former levels of behavior. 
Another 6 patients revealed temporary im- 
provements which were not sustained despite 
the continuance of medication. No toxic re- 
actions were noted although there was a rela- 
tive increase in the blood NPN which re- 
mained within the upper normal limits. Tak- 
ing into account the long-standing nature of 
the psychotic reactions of these deteriorated 
patients and the negligible effects of other 
forms of therapy, we conclude that the re- 
sults obtained with MER-22, though modest, 
are sufficient to encourage further clinical 
trials and particularly with larger doses. 
S.K.F. #5 did not exhibit any changes that 
would seem to warrant further clinical trial, 
at least not with the dosage level used in our 
evaluations. 


FAILURE OF AZACYCLONOL (FRENQUEL) TO RELIEVE NON-EX- 
PERIMENTAL MENTAL CONFUSION AND HALLUCINATIONS 


FREDERICK LEMERE, M.D.,' Seattie, Wasn. 


Azacyclonol hydrochloride (Frenquel)? is 
being advocated as an anti-confusion and 
anti-hallucinatory drug. The basis for the 
assumption that it might be of value in com- 

1 From the Department of Psychiatry, University 
of Washington School of Medicine, Seattle, Wash- 
ington. 

* Azacyclonol was supplied by the Wm. S. Mer- 
rell Co., under the name of I’renquel. 


bating clinical mental confusion and hallu- 
cinations is its ability to reverse the tempo- 
rary mental dissociations of experimentally 
produced IL.SD-25 and mescaline psychoses 

Preliminary investigations suggest that it 
is about 50% effective in stopping the hal- 
lucinations of acute schizophrenia(2). Two 
recent studies, however, cast some doubt on 
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its value in clinical practice(3, 4). My ex- 
periences with azacyclonol during the past 
year in 61 unselected private patients mani- 
festing confusion, delusions, and hallucina- 
tions, therefore, seem pertinent. 

The diagnoses were as follows: acute 
schizophrenia, 22 ; chronic schizophrenia, 13 ; 
psychotic depression, 9 ; involutional psycho- 
sis, 6; senile psychosis, 4; delirium tremens, 
3; bromide psychosis, 2; delirium (pneu- 
monia), 1; delirium (cortisone), I. 

Dosage ranged from 80 to 160 mg. daily 
and was given for 1-8 weeks. Except for the 
organic and toxic cases, most of these pa- 
tients were also treated with insulin and/or 
electroshock, usually after waiting 4 to 10 
days to determine the effectiveness of azacy- 
clonol. Chlorpromazine, reserpine, and 
meprobamate, either singly or in combination, 
were often added to the treatment when it 
became evident that the patient was not re- 
sponding to azacyclonol. No side-effects were 
noted except in one case of skin rash due to 
azacyclonol medication, 

When the progress of the azacyclonol 
treated patients was compared with that of 


patients identically treated, except for aza- 
cyclonol, there was no difference in either 
the rate of recovery or the recovery rate. 
Although this is not an extensive series, the 
failure of azacyclonol to help any of these 
patients leads me to conclude that it is 
clinically ineffective, and I have discontinued 
its use. 

The fact that azacyclonol reverses L.SD-25 
and mescaline psychoses while apparently 
having little or no effect on nonexperimental 
psychoses suggests that these two types of 
psychoses are not as analogous as has been 
supposed, The results of this study tend to 
refute any theory, based on the action of aza- 
cyclonol, that LSD-25 or mescaline psycho- 
ses are related to schizophrenia. 
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Agranulocytosis is a relatively rare compli- 
cation in ataraxis therapy. Pollack(1) has 
reviewed all available literature regarding 
agranulocytosis occurring during treatment 
with chlorpromazine and estimates that about 
50 cases have been reported. 

Lowes (2) and others have reported fluctu- 
ating leukopenia during Pacatal treatment, 
but other than for a single case reported by 
Werenberg(3), there have been no fatalities 
due to agranulocytosis. As far as the authors 
have been able to ascertain, this is the first 
reported case of fatal agranulocytosis due to 
Pacatal in this country. It is being reported 
to alert others as to its possible occurrence 
as well as to raise a question regarding the 
feasibility and reliability of our present diag- 
nostic procedures as they are now employed 
to forewarn us of its impending occurrence. 

Our standard operative procedure has been 
to do routine blood studies prior to therapy 
with any phenothiazine compound and if these 
studies were normal, routine blood studies 
were then repeated every 3-4 weeks during 
the course of therapy. When phenothiazine 
therapy was introduced several years ago, 
routine blood studies were made at least 
weekly, but inasmuch as agranulocytosis did 
not appear in approximately 1,500 cases, 
weekly counts were abandoned in favor of 
monthly counts. 

The case here reported is that of a single, white, 
female, age 73 years, who was admitted to the 
Topeka State Hospital in 1941. She was diagnosed 
as schizophrenia, catatonic type and her illness was 
characterized by progressive withdrawal, halluci 
nations and bizarre behavior. Hospitalization was 
uninterrupted and the clinical picture remained un- 

1 N-methy!-piperidyl-(3)-methyl phenothiazine. 

2 Data of the clinical course, laboratory findings, 
treatment regime and autopsy findings, though not 
pertinent to the purpose of this report are available 
upon request. Address inquiries to Paul E. Feld 
man, M.D., Director of Research and Education, 
Topeka State Hospital, Topeka, Kansas. 
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FATAL AGRANULOCYTOSIS DURING TREATMENT WITH 
PACATAL ' 


PAUL E. FELDMAN, M.D., JAMES BERTONE, M.D., ano HILDEGART PANTHEL, M. D.2 
Topeka, KAN. 


changed other than for some poorly described “sei- 
zures” occurring at night over a period of years 


during the 1930's. There were no acute illnesses 
or operations and her physical condition remained 
unchanged except for the usual findings associated 
with aging. In 1953, the patient developed stasis 
edema and dermatitis of both lower extremities 
which responded to Digitoxin, elastic bandages and 
lanoline ointment. Digitoxin was discontinued 6 
months prior to death. 

Early in October 1956, the patient became hyper- 
active and combative and on 10/12/56 was precribed 
Pacatal, 100 mg., bid. There were no dosage 
changes. The patient responded to the extent that 
she became less hyperactive and more amenable 
to ward management. On 11/8/56 the routine blood 
study revealed a normal blood picture. 

Nineteen days later the patient was noted to have 
a fever and appeared acutely ill. Examination re- 
vealed the following pertinent findings: Tempera- 
ture 104°(R); skin dry; muscous membranes and 
nail beds pale, mouth dry, pharynx injected; thick, 
yellow exudate over posterior pharynx and soft 
palate; pulse 110; B.P. 120/70; cardiovascular sys- 
tem normal other than for distant heart sounds ; 
respirations 24; no rales, diminished breath sounds; 
abdomen distended and tympanitic; bowel sounds 
present; generalized tenderness on deep palpation; 
no palpable masses; no adenopathy, neurological 
examination essentially negative. 

Blood studies on 11/27/56 revealed: 3.76 million 
RBC; 350 WBC with 96% lymphocytes and 4% 
basophils ; hematocrit 36; sedimentation rate 42 mm. 
N PN—37 mg. percent; blood sugar 107 mg. percent. 

On 11/30/56 the WBC was 550 (97% lympho- 
cytes, 2% basophils, 1% monocytes). On 12/4/56 
the WBC was goo (97% lymphocytes, 3% mono- 
cytes). On 12/6/56 the WBC was 180 (98% 
lymphocytes, 2% monocytes). Patient died on 
12/7/56. 

Pestmortem diagnosis: Bilateral bronchopneu- 
monia; agranulocytosis; pleural effusion, bilateral ; 
fibrous pleuresy; mild arteriosclerosis; gastric 
ulcer; ulcerations of colon. 


This case of agranulocytosis conforms to 
the general character of similar cases follow- 
ing chlorpromazine treatment as noted by 
Pollack(1). Agranulocytosis appeared within 
the first 2 months of medication (46 days) ; 
incidence~-I case among 1,500 patients. 


aki 
te 


1957] CASE REPORTS _ 843 


Routine blood studies (monthly) were not 
effective in detecting the presence of agranu- 
locytosis prior to the onset of the full-blown 
clinical picture. Such infrequent laboratory 
studies may be detrimental to the extent that 
they may lull the clinician into a false sense 
of security regarding this dreaded compli- 
cation. If it is not feasible to consider rou- 
tine blood studies as often as twice weekly 
(or oftener), such studies at infrequent in- 
tervals are of doubtful value. 

Greater emphasis should be placed upon 
the clinical aspects of a course of treatment 
with less reliance upon infrequent laboratory 


data. Fever of undetermined origin, sore 
throat, or lesions of mucous membranes 
should be viewed with grave suspicion when 
they occur during the course of phenothia- 
zine treatment. Patients who exhibit any or 
all symptoms of this triad should be con- 
sidered and treated as cases of agranulocyto- 
sis until proven otherwise. 
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Editor, Tuite AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sik: Having encountered my name as a 

supporting source in P. Bailey’s polemic 
against psychoanalysis, ‘““The Academic Lec- 
ture,” I was more than chagrined, and found 
myself imagining how Secretary Dulles must 
have felt on the recent occasion when his 
Middle East policy finally led him to vote 
in the U.N. with the Soviet Union and 
against the world’s great democracies. Dr. 
sailey quoted the following question from 
my book, The Need to Believe: “Granting 
that psychoanalysis can rid us of unconscious 
guilt and so usurp the old office of religion, 
what is there in psychoanalysis to inspire 
optimism and morality?’ May I explain 
that the intent of this question was to empha- 
size a common abuse of psychoanalysis ; 
namely, the claim that psychoanalysis makes 
religion unnecessary, rather than to demon- 
strate a defect in psychoanalysis. 

Were it not for the importance given to 
this speech in the lay press when it was de- 
livered, the prominent position assigned to 
it in the Journal, and Bailey’s prestige as 
neurosurgeon and anatomist, one would be 
inclined to ignore this series of hostile and 
unfair judgments and misinterpretations. 
Many, many such attacks have been written 
in the past and will be written in the future 
by articulate and bitter critics who deny the 
validity of inferences drawn from a method 
they have never used. Such diatribes are 
usually more revealing of the critic than of 
his target. Moreover, they have been and 
will continue to be published by editors whose 
elastic standards of scientific rigor exclude 
clinical and theoretical studies made by the 
psychoanalytic method, but admit unsyste- 
matic and mistaken carping against analysis 
by men who have had no personal experience 
using the technic itself. It would be foolish 
and useless therefore to reply to the petulant 
observation that Freud failed to give Bailey’s 
teacher, Janet, due credit; to Bailey’s deri- 
sion of the term master as applied to Freud, 
though Bailey himself applies it to Cushing ; 
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to the inconsistency in the assertions that 
psychoanalysis has no specific power to cure 
but that it is highly potent as a hazard; to 
the curious position that a man’s honest state- 
ments about the limitations of his work are 
proof that the work is invalid—in other 
words confusing faults and virtues in the 
easy manner reminiscent of the speeches of 
Arab diplomats in the U.N.; to the state- 
ment that Freud merely sat and pondered 
and scribbled, no note being taken of the 
long hours and years of listening to patients 
and accumulating the data that formed the 
basis of the pondering, whereas it is Bailey 
himself who eloquently preaches ex cathedra, 
innocent of experience in the use of the psy- 
choanalytic method ; to the undiscriminating 
reliance upon a hodgepodge of quotations 
from responsible and irresponsible, repre- 
sentative and unrepresentative authors; to 
the careless mixture of ad hominem and ad 
rem arguments; to the badly substantiated 
and premature announcements of the demise 
of the theories of dream interpretation, in- 
fantile sexuality, castration complex and 
Oedipus complex—and so on and so on and 
so on. 

On the other hand, it seems useful to clar- 
ify in explicit terms the relation of psycho- 
analysis to scientific method. Scientific 
method is essentially a device for achieving 
objectivity in man’s study of the universe. 
The fact that such a method is needed and 
was not developed until after millenia of hu- 
man cultural development demonstrates the 
power of the distorting, subjective forces of 
human unconscious tendencies. The use of 
controls in observation, the design of crucial 
experiments, the technic of blind testing, the 
description of variation by numerical meas- 
urement, the calculation of measures of sta- 
tistical significance, these are all special tech- 
nics for the achievement of objectivity— 
none of them can properly be designated as 
the essential scientific principle. However, 
every analyst—and indeed every scientist 
knows that no matter how ingenious an in- 
vestigator’s precautions against the admis- 
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sion of subjective bias, it will probably in- 
fluence the outcome of the investigation. 
Moreover, the very fact that a man has de- 
vised a hypothesis makes him biased in his 
effort to ascertain whether the hypothesis 
is correct. The actual achievement of scien- 
tific objectivity is not a commonplace ; it is an 
act of a rare intellectual honesty and a re- 
ligious kind of devotion. 

Now it is difficult enough to achieve ob- 
jectivity in the study of the basic sciences. 
rhe study of the sciences of human behavior 
is beset by its own pecular and serious haz- 
ard, namely, no man can be indifferent to its 
conclusions. Let us assume that the out- 
come of a particular investigation will be a 
proposition such as ; “Every man has a tend- 
ency to enjoy a physical, sexual relation with 
his mother,” or “Every man possesses along- 
side his masculine tendencies, certain femi- 
nine tendencies.” (The nonanalyst may con- 
sider these merely as hypothetical possibili- 
ties.) How many men could entertain such 
conclusions with real objectivity? And if 
they cannot, how can they pretend to be dis- 
passionate students of human behavior? 
Freud proposed that by undertaking per- 
sonal analysis an investigator would be con- 
fronted with those of his subjective needs 
and prejudices that he conceals from himself ; 
further, by tracing back and reconstructing 
the history of these unconscious forces, the 
analysis would attenuate them and so bring 
them under the conscious control of the in- 
vestigator. Only after such a preparatory 
experience can any scientist study human be- 
havior objectively and dispassionately. The 
analyzed are an elite, not in the sense that 
they have successfully endured an initiation 
ordeal, but in the sense that they have had 
certain filters removed from their visual 
apparatus so that they can now see clearly 
what they previously could not see at all, or 
could see only with serious distortion. The 
experience of psychoanalysis is a necessary 
component of scientific method for the study 
of human behavior. I hardly need add that 
I speak only of authentic psychoanalysis, not 
of the shoddy perversions and dilutions that 
usurp its name, although Bailey does not 
recognize the difference. 

On the other hand, some who have never 
had the experience of having been analyzed 
and then studying patients intensively and 


meticulously (who, besides the analyst, stud- 
ies an individual human being so closely, in- 
tensively and over such a long period?) pre- 
fer to regard the whole system as a mass 
delusion, and like Bailey, compare it with 
phrenology. The validity of psychoanalysis 
as technic and theory will not be established 
by the opinion of any one man but by the 
cumulative experience of many analysts, 
many patients, and many investigators. It 
will be determined by whether or not ana- 
lysts really help their patients (anyone who 
believes that 72% of psychoneurotics re- 
cover within two years without psychiatric 
help plainly does not understand what a neu- 
rosis is and confuses symptom with disease), 
by whether the theory is really useful in un- 
derstanding the phenomena of normal human 
behavior and mental illness, by whether the 
insights of analysis helpfully pertain to 
cognate areas of the study of mankind in- 
cluding history, art, anthropology, and re- 
ligion. Interestingly, it is my impression that 
the current revival of interest in religion is 
to some extent encouraged by Freud’s re- 
discovery of the over-riding importance of 
nonrational factors in the determination of 
human behavior—a fact known with cer- 
tainty and utilized by the architects of relig- 
ion centuries and millenia in the past, and 
scoffed at to this day in many places, low and 
high. The validity of any theory in science 
is established by a historical process. A valid 
scientific theory is a principle which permits 
one to predict new information from old; a 
merely useful scientific theory is a principle 
which permits one to organize the data al- 
ready available into a reasonable and con- 
sistent system. Thus, both validity and use- 
fulness can be ascertained only by repeatedly 
confronting the theory with new data and 
new problems. Inconsistencies may not in- 
validate the whole theory, but may point out 
where the theory needs correction. Even 
a crucial experiment can only invalidate a 
theory or part of a theory—it can never 
validate a theory as the only possible organ- 
izing principle. The continual confrontation 
of any scientific theory with new facts and 
tests over a period either refines and 
strengthens it or demonstrates it to be merely 
a conglomeration of ad hoc assumptions— 
a new assumption being required for each 
new fact. In the case of psychoanalysis, I 
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believe that the outcome of the validation 
testing becomes more clearly affirmative 
every day. The evidence for this statement 
is abundantly available to those who are look- 
ing for information ; to those who are eager 
to justify a prejudice, this evidence is in- 
visible. 

All psychiatrists, analysts included, must 
be grateful to Dr. Bailey for his interest in, 
and encouragement of, teaching and research 
in the cause and cure of mental illness. Bio- 
chemistry and physiology, are certainly key 
disciplines in unravelling the secret of the 
homunculus. However, an analyst who fol- 
lows the work of chemists and physiologists 
in their study of the mind-brain problem 
is consistently impressed by the fact that 
most of these fine people are seriously handi- 
capped by their ignorance of the ultimate 
variables of human behavior and psychic 
function. They do not know what their or- 
ganic variables are to be correlated with. 
They talk as if they believe that if one 
squeezes the organic data hard enough, a 
theory of psychology will emerge. This 
strange attitude is manifest, for example, in 
the program of the 1956 meeting of the As- 
sociation for Research in Nervous and Men- 
tal Disease: the subject is “The Brain and 
Human Behavior,” but not a single analyst 
is included among the speakers. The organic 
substratum of psychic function will not be 
identified until those who look for it first 
acquaint themselves with the nature of psy- 
chic function. I remember a class in mathe- 
matical statistics taught by the distinguished 
Professor Felix Bernstein. A student one 
day taunted him, “Professor Bernstein, Dr. 
(). told us that a physicist need only set up 
his equations because he can always hire 
a mathematician to solve them for him.” 
Bernstein replied, “You tell Dr. Q. that when 
he gets his results, he'll then have to hire 
another mathematician to interpret them to 
him!” Similarly, I believe that anyone who 
would discover the Greek fire with oscillo- 
scope and syringe must first ask the analyst 
what to look for, and ultimately, what he has 
found, I doubt that a man who dreams of 

vandering through a dense, pathless forest 
without arriving anywhere, and whose vine 
can find support nowhere but on its own base 


is likely to recognize the secret of the Greek 
fire when he encounters it. 
Mortimer Ostow, M.D., 
New York City. 


Editor, Tut AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Six: I would like to add yet another 
voice (or point of view) to the controversy 
with regard to psychoanalysis aroused by 
Doctors Johnson and Bailey. Principally | 
would like to address myself to Doctor Bailey 
who, it seems to me, has been guilty of com- 
mitting sins in the name of good historical 
scholarship in proportion to the emphasis that 
he places on the importance of history. To 
begin with, I would point out that to attack 
Freud’s originality and to show (as Jones 
and Boring among others already have) that 
he was not without predecessors, comes close 
to using the kind of argumentum ad hominum 
I’m sure Doctor Bailey deplores. After all, 
most people would readily agree that Har- 
vey Cushing is the father of modern neuro- 
surgery even though we are all aware of Sir 
Victor Horseley of a generation earlier. 
Neither the Berggasse nor the Brigham tra- 
dition sprang fully formed from some Zeus- 
like brow. 

What Freud achieved, like what Doctor 
Bailey’s master did, was the synthesis and 
explicit statement of much which had been 
fermenting in many persons’ minds for many 
years. American neurosurgery, again, is in 
the Cushing tradition rather than in the Els- 
berg or Frazier because of the superior force 
and quality of the former, and the articulate 
ability of his disciples (including Doctor 
Bailey). Why else, to mention a relatively 
unimportant matter, do we speak today of 
glioblastomas rather than spongioblastomas ? 

To press this analogy a little further, if we 
are to use therapeutic effectiveness as a 
measure oj the acceptability of analysis as a 
technique, we are justified, I think, in apply- 
ing the same criterion to other disciplines like 
neurosurgery. I ask Doctor Bailey whether 
he wishes to discard both specialties. My 
suspicion is that he will concede that in some 
instances surgery is appropriate ; in others it 
isn’t. We all know that despite considerable 
understanding (to which he has contributed 
so very much) of the pathogenesis of 
gliomas, their treatment by modern methods 
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has not been adequate. Yet we all concede 
that there is much that a neurosurgeon can 
do (in properly selected cases), both on an 
empirical basis and on the basis of a rational 
understanding of mechanisms, pathology, 
and genesis—even if the treatment of most 
gliomatous lesions does not constitute a case 
in point. 

By the same token, all we know, or think 
we know, about psychopathology and psycho- 
genesis is not necessarily immediately useful 
in the treatment of some clinical problems. 
In neither the surgical nor the analytic situa- 
tion does the failure to be therapeutically ef- 
fective at this time vitiate the importance of 
the understanding we have. I am sure Doc- 
tor Bailey does not consider the time the 
embryo surgeon spends in the pathology 
laboratory wasted. 

A more serious criticism, one applicable to 
both authors, is their tendency to criticize 
that which they know little about. For both, 
I infer, the evolution of psychoanalysis 
stopped with Freud’s death. Yet many prob- 
lems (e.g., ego psychology and the matter 
of early oral relations) which occupy much 
of the time and attention of modern analysts 
had hardly been recognized in 1939. I do 
not think many of us would be inclined to 
indict modern neurosurgery on the basis that 
Cushing is said to have been dubious about 
pneumoencephalography and actively op- 


posed to the irradiation of chromophobe 
adenomas. 

Finally, and this is admittedly a minor 
matter, | would point out that Doctor 
Bailey’s quotation from Boring hardly repre- 
sents the latter’s last word on the matter of 
psychoanalysis. (I was gratified incidentally 
to note that he passed over Carney Landis’s 
dreary statistical study in the same sympos- 
ium.) While in the 1929 edition of his his- 
tory Boring hardly mentions Freud, in the 
1950 edition he states “The principal source 
of dynamic psychology is, of course, Freud. 
Those who deny Freud is psychology’s great- 
est figure are usually those who read Freud 
out of psychology without overthrowing his 
claim to the attributes of greatness.” 

In conclusion let me say that I doubt 
whether any analyst is satisfied with the cur- 
rent status of his therapeutic techniques. To 
dismiss them, however, together with their 
theoretical backgorund would be to toss out 
the well-known baby ensconced in his bath. 
Finally, | cannot help wondering whether the 
hope for a panacea is not reflected both in 
Doctor Bailey’s chagrin that psychoanalysis 
is not one and in his current faith in the 
“psychochemists” who, of course, also have 
something to offer. 

Davin A. FreepMan, M.D., 
New Orleans, La. 


REPLY TO THE FOREGOING 


Editor, Tuk AMERICAN JOURNAL OF Psy- 
CHIATRY 

Sir: An adequate answer to these letters 
would occupy more space than my Academic 
Lecture. I shall, therefore, not attempt the 
task of answering these and hundreds of 
others I have received. They all convince me 
that there are a lot of people, including psy- 
chologists, psychiatrists, and psychoanalysts, 
who are as bewildered as I. I am not wor- 
ried about revealing myself to others, includ- 
ing analysts. One analyst called me an angry 
old man. I am persuaded that anger was 
not the prevailing mood of my Lecture. 

I am well aware that emotion may pervert 
one’s judgment, but I cannot believe that we 
should strive toward a condition of pure in- 
tellectuality. I agree with Edna St. Vincent 
Millay : 


If from all taint of indignation free 
Must be my art, and therefore fugitive 


From all that threatens it—why—let me give 

To moles my dubious immortality. 

If my Lecture has disturbed anyone, | 
regret it; if it makes others reexamine some 
of their most cherished beliefs, | am content. 
The latter attitude is profitable to anyone, 
either before or after analysis. 

A series of accidents placed me in a posi- 
tion to influence teaching and research in the 
field of mental illness in my home state, I 
have tried, and shall continue to try, to find 
some fruitful Leitmotif in the cacophony of 
psychiatric theorizing. It should be suffi- 
ciently evident that I do not believe the way 
to find this theme is to subject myself to an 
analysis which is just as apt to insert new 
prejudices in my mind as to release me from 
the old ones. If that be heresy then make the 
most of it. 

PercivaL Baitey, M.D., 
Chicago, Ill. 
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PSYCHIATRIC ETHICS 


Editor, Tue AMeRicAN JOURNAL oF Psy- 
CHIATRY : 


Sie: | would like to comment on the pro- 
vocative article by Dr. Little and Dr. 
Strecker on “Moot Questions in Psychiatric 
I:thics” in your November issue. 

It strikes me that the ethical theme was 
something more than moot. It bordered, 
rather, on one of the fundamentals of the 
patient-therapist relationship; namely, the 
role of the therapist. The authors seem cor- 
rect in their comments that the questions 
they posed imply the dual role of duty to 
patient vs. duty to society. This particular 
dichotomy has been of personal interest to 
me in that I find myself currently in the 
often mutually exclusive roles of psychiatrist 
for the Air Force and therapist to Air Force 
personnel, but many of the “ethical values” 
in this paper seemed, in the words of Dr. 
Szasz in his article on malingering, to tell 
more about the psychiatrist than the doctor- 
patient relationship (Szasz, T. S., Arch. 
Neurol. & Psychiat., 76: 432, Oct. 1956). 

I think there should have been a clear 


distinction made between the questions per- 
taining to interprofessional relationships and 
therapeutic ones, In the first instance, there 
is the question of the profession vis-a-vis 
the community, and this very definitely 
seems to need the judgment of the profes- 
sional ethical board that Dr. Strecker recom- 


mends. However, the questions involving 
the relationship between the patient and his 
psychiatrist seem to include the implicit role 
of psychiatrist as therapist. 

As I| understand it, the patient voluntarily 
seeks psychiatric help so that the psychiatrist 
can evaluate the patient’s productions in such 
a way as to aid him psychologically. As soon 
as the psychiatrist steps out of this con- 
tractual relationship and reacts to these com- 
munications in a way that he sees consistent 
with his “loyalty as an American citizen,” 
he loses his effectiveness as a therapist, vio- 
lates the trust of his patient, and degrades 
the profession. It may be true that the psy- 
chiatrist, in his zeal as self-appointed magis- 
trate, may save an insurance company in- 
demnity on suicide, help root out subversives 
from essential industry, or gain evaded taxes 
for the government, but it would be his swan 


song as a psychiatrist, and his sources of in- 
formation would dry up, to say the least. If 
the psychiatrist does not wish to hear of such 
antisocial behavior without punishing the 
culprit via legal channels, he should become 
a policeman. 

Does this mean, then, that the psychiatrist 
should not reflect the cultural standards of 
his environment? Does he not have a duty 
to interpret the limitations and rules of so- 
ciety to the patient much as Talcot Parsons 
suggests that lawyers do for their clients? 
My contention is yes, but only within the 
confines of his implied contractual relation- 
ship. In therapy limit setting is possible in 
controlling antisocial behavior up to and in- 
cluding (but, I think, going no further than) 
breaking off therapy. I do not mean that the 
psychotic and the incompetent should not 
be protected from society and society from 
them. There are laws for this purpose, and 
the psychiatrist, in following them, behaves 
as an agent for both the patient and the com- 
munity without violating his duty to either. 
The antisocial character disorder, the habit- 
ual criminal and even the murderer are 
all innocent of crimes until proven guilty in 
a court of law upon other evidence than the 
free associations given in confidence to a 
privately solicited and trustworthy therapist. 

I think the best illustration of my conten- 
tion that the psychiatrist must not jeopardize 
his role by allowing his superego to rule his 
therapeutic ego is illustrated in the marked 
difference between the questionnaire re- 
sponses between the revelations of adult 
murder and the abortion. The “justice” the 
patient would receive in the latter case de- 
pends upon the psychiatrist’s personal and 
arbitrary appraisal of what constitutes mur- 
der. We begin to tread heavily on the princi- 
pal of due process. 

It would seem to me that the psychiatrist 
has a duty to his community in the role of 
psychiatrist when he is hired by that com- 
munity for that particular role, such as work- 
ing for a state mental institution, court work, 
or military service. It is here indeed that 
moot points in psychiatric ethics might arise, 
when conflicting loyalties are between the 
welfare of the organization and the violation 
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of the special (more than “privileged” ) com- 
munications between patient and psychiatrist. 
The private therapist loses his unique posi- 
tion when he abdicates his role under the 


guise of doing what is “ethical.” 
Morton Suane, Capt., U.S.A.F. (MC), 
Neuropsychiatric Section, 
Francis E. Warren A.F.B., Wyo. 


REPLY TO THE FOREGOING 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Sir: Captain Shane’s comments are very 
interesting. However, we feel that he has 
not fully comprehended the object of our 
paper, “Moot Questions in Psychiatric 
Ethics.” We had no intention to frame a 
code of ethics for psychiatrists to follow, nor 
to impose any personal opinions we might 
hold. The object of our paper was one of 
inquiry, that is, to find out how these various 
troubled problems were viewed by our col- 
leagues. 

Obviously there are certain situations in 
which the claims and rights of society should 
outweigh the sanctity of confidential infor- 
mation. An instance would be, when a pa- 
tient, who was also a Communist, was en- 
gaged in an attempt to overthrow the Gov- 
ernment, and could not be dissuaded from 
his purpose. Then it would seem to us that 


FEAR AND ANXIETY 


Editor, AMERICAN JOURNAL oF Psy- 
CHIATRY 

Sir: In his article, “Fear and Anxiety of 
Electroshock Treatment” (November 1956), 
A. Gallinek gives an account of heterogene- 
ous fears encountered in patients before, 
during, and after the course of therapy. Ob- 
servation and interviewing led to his dif- 
ferentiating the presence of marked fear 
from absence of marked fear. After scru- 
tinizing the results of treatment in several 
diagnostic categories and relating these re- 
sults to the presence or absence of marked 
fear, he concludes that the fear of treatment 
is neither a help nor hindrance to recovery. 
It has been repeatedly pointed out that the 
context of communication in interviewing by 
means of questioning does not approach that 
reached in prolonged intensive psychother- 
apy, and that patients, previously exposed 
to electroshock, discuss the shock therapy 


the security of the Government and the 
people becomes the paramount issue, Perhaps 
another situation would be in the case of a 
patient who was also a murderer, and would 
be likely to commit another murder. It is 
assumed that he cannot be dissuaded from his 
purpose and, therefore, again for the protec- 
tion of society, it would be necessary to bring 
about the restraining action. 

I think too, that as Captain Shane would 
know, there are certain situations in the 
Armed Services in which the confidential 
nature of a communication cannot be recog- 
nized and a report must be made to superior 
officers. We do not say that we are in favor 
of this, but I think it happens to be a fact. 

Again, we repeat, that the purpose of our 
paper, which has attracted a good deal of 
favorable attention, was to bring about help- 
ful thinking in this particularly moot area. 

Epwarp A. Strecker, M.D., 
Philadelphia, Pa. 


IN ELECTROSHOCK 


often quite differently in intensive psycho- 
therapy from the way in which they reply to 
questions before, during, and shortly after 
the course of electrotherapy. Apart from 
this very important aspect of the matter, 
even on the basis of his own findings, Dr. 
Gallinek’s conclusion is not justified for he 
differentiates marked fear from its absence 
and he could logically state only that marked 
fear (as observed and/or admitted under 
questioning ) could not be found to relate di- 
rectly to recovery. More intensive prolonged 
psychotherapy results in different conclu- 
sions (Abse, J. Ment. Sci. 1940, Brit. J. 
Med. Psychol. 1942 and 1944; Fordham, 
Brit. J. Med. Psychol. 1945 ; Good, J. Ment. 
Sci. 1940; Abse and Ewing, J. Nerv. Ment. 
Dis., 1956). It is found that anxiety is in- 
extricably interwoven with the dynamics of 
recovery. 

The author acknowledges “apprehension” 
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as being normally associated with this as with 
other forms of vigorous therapy and then 
goes on to account for basic anxiety in 
existentialist philosophical terms. He gives 
an interesting phenomenological account of 
the consequences of the temporary annihila- 
tion of the sense of familiarity. However, 
it is amazing to read (p. 433) that the view- 
point of anxiety as “a basic and fundamental 
characteristic of human existence .. . of 
course, differs sharply irreconcilably 
from the one prevailing in our so-called dy- 
namic psychiatry, in which anxiety in all its 
modifications is considered to be a psycho- 
pathological manifestation.” 

Freud, in contrast to Dr. Gallinek’s opin- 
ion of him, emphasizes anxiety as inherent 
in human nature from its very beginning. 
The ego, in dynamic concepts, reacts to 
danger from the outside world with fear, and 
experiences threats to his entity and in- 
tegrity from inner forces and conflicts as 
anxiety. The individual—and the human race 

develops methods of fight and flight 
against the danger from without and defense 
mechanisms to cope with anxiety, inevitably 
arising in the transactions of human exist- 
ence. Freud assumes that anxiety fulfills a 
biologically indispensable function, manifest 
not only as an affect, but also as a physiologic 
occurrence (e.g., acceleration of pulse rate 
and breathing), originating with the event 
of birth. Freud states (/nhibition, Symptom 
and Anxiety) that one might call anxiety 
an adequate concomitant of the various 
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stages of development according to the life 
situation of the individual. A readiness for 
anxiety is unmistakably present from the 
beginning and increases with psychological 
growth. For the infant separation from his 
mother is the focus of anxiety ; for the grow- 
ing child the loss of his parents’ love, a threat 
to mutilation of his body (castration fear) 
and the dread of annihilation (death) are 
the crucial sources of anxiety. 

All these modalities remain for the human 
being and can be evoked in precarious situa- 
tions. The loss of familiarity which Dr. 
Gallinek vividly and accurately describes 
in his patients’ awakening from EST wouid 
be regarded in “so-called dynamic psychi- 
atry” as an experience reminiscent of the 
emotions of the infant alone in a strange 
place. Because the patient in this special 
impaired condition has not the reassuring 
capacity of the adult to connect his past with 
his present, to recognize himself as an entity 
in space and time, he is helpless against the 
onslaught of this fundamental anxiety. 
Therefore, dynamically oriented psychiatrists 
have stressed the therapeutic importance of 
a warm and friendly person’s being present 
after EST. 

Dynamic psychiatry indeed confirms Jas- 
pers’ and Heidegger’s views and provides 
a biologic foundation to the existentialist 
building. 

D. Witrrep Asse, M. D., 
Lucie Jessner, M.D., 
Chapel Hill, N. C. 


REPLY TO THE FOREGOING 


Editor, Tut AMERICAN JOURNAL oF [’sy- 
CHIATRY 

Sir: Doctors Abse and Jessner object to 
my statement that the fear of electroshock 
therapy is neither help nor hindrance to 
recovery. They find that anxiety is inextric- 
ably interwoven with the dynamics of re- 
covery. This contention is based on findings 
obtained in intensive psychotherapy. In one 
of the papers quoted by them (Abse and 
wing, J. Nerv. Ment. Dis., Jan. 1956) it 
is stated that patients in psychotherapy pro- 
duced associations saturated with anxiety 
in regard to shock therapy, also notions and 
memories concerned with punishment, phan- 
tasies of expiation and rebirth. I have in my 


patients with shock anxiety (4 of all treated 
patients) encountered and described con- 
scious ideas of punishment and expiation, 
although not of rebirth. I do deny, how- 
ever, that these ideas are “inextricably inter- 
woven with the dynamics of recovery.” 
Obviously the opinions of Drs. Abse and 
Jessner are based on findings obtained by 
free associations. 

In regard to these free associations is it 
not true that “these associations are in prac- 
tice channeled into a definite and restricted 
range of categories and guided and given 
value and stress by the system of preoccupa- 
tions which the analysand quickly comes 
to perceive in the mind of the analyst” 
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(Johnson, H. K., Psychiat. Quart., Apr. 
1948)? Using the method of free associa- 
tions Jungians have no difficulty in demon- 
strating the anima and various other assump- 
tions of Jungian theory. Followers of Rank 
discover birth trauma, other authors “clearly 
demonstrate in dreams psychic trauma to the 
embryo or romantic affairs between fetus and 
placenta.”” For detailed discussion and criti- 
cism of these “demonstrated” findings the 
reader is referred to the illuminating paper 
by Cleckley and Thigpen on the “Dy- 
namics of an Illusion,” (Am. J. Psychiat., 
Nov. 1955). In this connection I also 
like to refer to GAP report No. 31, Mar. 
1955, which indicates that the effects of psy- 
chotherapy are independent of the method 
and ideational system. Since the various 
schools obtain the same results with entirely 
different theoretical background and entirely 
different free associations or no free associa- 
tions at all, does it not mean that the free as- 
sociations are rather meaningless ? 

A mode of thinking based on findings dis- 
tilled from “free” can lead 
rather far and astray. Dr. Abse in his above- 
quoted paper has in all seriousness accepted 
the opinion of an author who discovered the 
fact that the medical student’s first patient 
was a cadaver and that this patient prototype 
comes to be in all respects the physician's 
ideal of a patient. How much further can 
free associations lead us? What is to be- 
come of the scientific aspects of psychiatry 
with this sort of reasoning ? 

The fact that in somatic therapies physio 
logical events may occur without conscious 
representation indicates to my critics that 
conscious perceptual organization is not 
necessary for the psychic reflexions which 
are interwoven with the dynamics of re- 
covery. What about the unconscious psychic 
reflexions associated with the trauma of an 
appendectomy? Are they also interwoven 
with the dynamics of recovery? What may 
free associations prove in this regard? 
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Furthermore, Drs. Abse and Jessner take 
exception to my statement that the view- 
point of anxiety as a basic characteristic 
(Grundbefindlichkeit) of human existence 
as worked out by existentialistic philosophers 
differs from the one prevailing in our so- 
called dynamic psychiatry. They quote Freud 
who “in contrast to Dr. Gallinek’s opinion of 
him emphasizes anxiety as inherent in hu- 
man nature.” In my paper I did not quote 
Freud or express an opinion of his two con- 
cepts of anxiety, I spoke of our present-day 
dynamic psychiatry which in many aspects 
has moved rather far away from Freud, e.g. 
present attitude toward theory of death in- 
stinct, attitude toward religion, attitude to- 
ward psychoanalysis as a therapeutic tool. 

A survey of the indexes of our textbooks 
shows that references to anxiety refer almost 
exclusively to anxiety as a_ pathological 
phenomenon. In the most recent discus- 
sion of anxiety, Appel (Am. J. Psychiat., 
Dec. 1956) describes ego, id, and superego 
anxiety as defense mechanisms occurring 
when the individual can not cope with a con- 
flict. Freud first conceived anxiety as a re- 
sult or derivative of repressed libidal drives. 
Later he formulated the concept of signal 
anxiety. While his anxiety is physiologically 
anchored and can be evoked in stress situa- 
tions, the existentialistic concept of anxiety 
is fundamentally different. This anxiety is 
not tied up with various developmental 
stages, birth trauma, various life situations, 
but an integral, permanent aspect, possibly 
the integral aspect of man’s being in the 
world. 

As to the remark of Drs. Abse and Jessner 
that “dynamically oriented psychiatrists have 
stressed the therapeutic importance of a 
warm and friendly person’s being present 
after EST,” I consider this as self-under- 
stood with all psychiatrists. 

GALLINEK, M.D., 
New York City. 


Convictions are more dangerous enemies of truth than lies. 
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PRESIDENT’S PAGE 


One writes a page like this with a great 
deal of timidity and with hope that he will 
not be thought to identify himself with the 
Oracle at Delphi. The situation is this, how- 
ever: in spite of all of the present interest in 
the problems of communication and the earn- 
est desire of psychiatrists to get their mes- 
sage across to their brethren, medical and 
lay, the writer encountered two glaring in- 
stances within the same week of how it 
should not be done. Hence this gentle word 
of caution, 

The first scene was laid at a meeting of a 
large state medical society. A local psychi- 
atrist had given a paper and had done an ex- 
cellent job, He had visibly impressed the 
audience and had gotten his ideas across, 
when in the discussion up rose a brash young 
man who aggressively and pointedly found 
fault with the practitioners of medicine and 
then interpreted freely, unreservedly and in 
his own inimitable and farfetched fashion, 
the common symptoms which were under 
discussion. As a result of his diatribe, psy- 
chiatry’s [looper rating plunged to the lowest 
possible depths. Everyone was made angry ; 
some walked out; and I heard one fellow 
say he was going out to look up a good dog 
fight. Result: no souls were saved and psy- 
chiatry received a setback in that area. 

The second instance occurred in a state 
mental health society meeting, a group 
sophisticated in mental health problems, but 
looking for guidance. They wanted to be 
of help: they were willing to raise funds 
to help research ; and they were looking for 
direction. The speaker carefully and pain- 
stakingly trotted out some tired statistics 
and overworked shibboleths and then told 
them things which were spelled out in more 
interesting fashion in the pamphlets which 
the members had before them. I note this 
with no desire to be critical; the man was 
capable but he misjudged his group and, 
like the tired parson, he pulled an old turkey 
out of his file. Net result: no gains and some 
losses for psychiatry that day. 
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It is true; we can’t be like a variety show 
and we can’t change the bill twice weekly, but 
by the same token we can’t afford to be like 
the minor government official who used to 
brief the members of a committee that some 
of us graced a few years ago. Each time we 
went to Washington he took us into a room 
and briefed us on “secret material.” With 
a hushed tone and a conspiratorial air and 
after dire warnings, he would confide to us 
“secrets” which had either been given out 
on the radio that morning or had been in the 
Times of the previous Sunday. 

Until a few years ago anything the psy- 
chiatrist had to say to peopie was interest- 
ing. He stood as an emissary from an area 
which was terra incognita to most of his 
hearers. Now, however, partially because of 
his efforts and partially because of the work 
of the mental health societies—national, state, 
and local—the members have been given good 
factual data and literature, replete with up- 
to-date statistics and information. There 
are, of course, still a great many groups to 
whom the whole subject matter is entirely 
new, but they have to be carefully differenti- 
ated from those groups which have made 
mental health a cause and an avocation, for 
the latter have amassed a great deal of in- 
formation. 

As to lectures and seminars to medical 
practitioners, these physicians have been 
-alled the first line of defense against mental 
illness, and undoubtedly they are. They are 
for the most part practical individuals and 
they seek solid information which they can 
use in their practices. It avails us nothing at 
all to get overtechnical with them, or worse 
still, to patronize or be belligerently interpre- 
tive in our talks with them. To them spades 
are spades and telegraph poles are still tele- 
graph poles and people scratch only because 
they itch. If we are to get our ideas across 
to them, it is incumbent upon us that we keep 
these plain facts in mind. 

Francis J. BraceLtanp, M.D. 
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ADVANCING THE PUBLIC MENTAL HEALTH 


Beginning in 1950 an intensive effort has 
been carried out by the National Association 
for Mental Health to secure for mental 
health, and especially for the mentally ill, 
greater public interest and support for better 
services, This support includes both financial 
backing and the personal backing of a large 
army of citizens; for in a democracy the 
citizen is the ultimate political authority. 
However, it is also recognized that sound ac- 
tion on behalf of the mentally ill must be 
based on scientific and professional authority 
for which the average citizen cannot be the 
voice. It is well appreciated that The Ameri- 
can Psychiatric Association is the primary 
voice for the professional standards for the 
care and treatment of the mentally ill, and 
that there must be a close working relation 
between the citizen and professional author- 
ity—each prime in his own area. 

Service to the mentally ill is so much more 
a function of government than other medical 
problems that the experience of other health 
agencies has offered only limited guidance 
to the mental health field. These past six 
years have, therefore, been heavily explora- 
tory and experimental. The results, how- 
ever, have been gratifying. The financial sup- 
port given the National Association for Men- 
tal Health in 1956 has exceeded that of any 
previous year. In addition, several new state 
and many local mental health associations 
have been added to the National Association 
which is now a unitary organization with 
national, state, and local offices and has mem- 
bership in the World Federation for Mental 
Health. 

The 1956 annual meeting of the National 
Association for Mental Health was held in 
Washington, D. C., November 28 to Decem- 
ber 1. The keynote address was given by 
former APA President, Dr. Winfred Over- 
holser, emphasizing the topic “People Are 
Taking Over the Fight Against Mental III 
ness.” Former APA President, Dr. William 
C. Menninger, gave the main address at the 
annual banquet. Dr. William Malamud, APA 


Secretary, presented a report of the past 
year’s research conducted by the Northern 
Jurisdiction of the Scottish Rite through the 
National Association for Mental Health. Dr. 
Malamud is Director of this research pro- 
gram. Last fall the biennial conference was 
held of the principal investigators of all re- 
search projects coming under this program 
and funds were allocated for 1957. The 
amount of money available for allocation was 
increased by $13,000 in 1956, including a new 
allocation from the Southern Jurisdiction of 
the Scottish Rite. Some 25 research centers 
in the United States and Canada are now 
carrying out projects under this program. 

The highlight of the 1956 annual meeting 
vas the announcement by the President, 
Barry Ryan, that the Advertising Council 
had adopted the National Association for 
Mental Health for a two-year period as a 
major beneficiary of its public service adver- 
tising. This is a support coveted by many 
national agencies and it is the first time, 
excepting for the Red Cross, that a health 
agency has been accorded this service. For 
seven or eight years the Advertising Council 
has been interested in doing something for 
the mental health of the country but wanted 
the program to be firmly designed so that its 
own efforts would be most fruitful. This 
means that millions of dollars worth of space 
for public education for mental health will 
be made available. This includes such facili- 
ties as newspaper space, car and poster 
cards. It promises that the needs of the men- 
tally ill can be brought before the citizenry 
as a reminder of their responsibility for 
meeting these needs. 

The program of the National Association 
for Mental Health is largely in the making. 
Its effort is directed to the successful return 
of patients to normal community life. A part 
of this objective is served while the patient 
is still in the hospital through the use of 
volunteers who aid patients in a wide variety 
of ways. Aid is also provided to families who 
call upon the mental health associations for 
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information to help them cooperate with the 
hospital in facilitating the return of the pa- 
tient. In a number of places the National 
Association for Mental Health, through its 
local and state offices, is making available to 
families Edith Stern’s book Mental Health: 
A Guide for the Family. It is also helping 
to maintain contact between the patient and 
his family by assisting with transportation. 
It is carrying on educational work to facili- 
tate the acceptance of patients by the com- 
munity and its agencies, and especially by po- 
tential employers. Occasionally it provides 
for the material needs of patients when no 
other resources are available. A recent article 
by Kk. H. Crawfis, “Discharge From State 
Hospital in Relation to Competency (Am. 
J. Psychiat., Nov., 1956) reminds us that 
mere talk against stigma and prejudice is 
futile as long as patients are routinely handi- 
capped by abrogation of civil rights and 
privileges such as voting and automobile 
driving permits. These breeders of stigma 
must be eliminated before the public will be- 
lieve our protests. 

More recently the National Association for 
Mental Health has exerted itself to find 
financial assistance for the Austrian Society 
for Mental Health which is rendering psy- 
chiatric service to Hungarian refugees. These 
refugees are generally in good condition, 
not having endured long privation in camps, 
but their dislocation is obviously seriously 
traumatic. Any assistance that can be ren- 
dered them at this time is likely to be most 
fruitful, since it may be expected that there 
will be in many of them an accumulation 
of disturbance that will, if not dealt with, 
erupt later. Since so many of these refugees 
are coming to the United States it is a matter 
of selfish interest also that we do everything 
possible to safeguard their mental health. 

Innumerable serious mental health needs 
are continually appearing and calling for ac- 
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tion by an organization such as the National 
Association for Mental Health far beyond 
current resources. For example, a serious 
threat to mental health is found in the plight 
of migrant children who are being deprived 
of many of those cultural supports that we 
who are more sedentary have come to rely 
upon for our stability. One does not need 
to search for mental health projects of seri- 
ous import. The task is to find the means to 
carry them out. 

Another mental health need that is looming 
large comes from the use of tranquilizing 
drugs. Most hospitals are not adequately 
equipped to provide the desirable supervision 
to patients who are on trial visit and this 
would seem to be a time when the social 
service staff of hospitals should be augmented 
and cooperative arrangements with local fa- 
cilities worked out. Veterans hospitals espe- 
cially are in need of this arrangement for 
their patients whose disabilities are not serv- 
ice-connected, for the Veterans Administra- 
tion has no provision for outpatient service 
to these patients. Since the veterans hospi- 
tals covering the whole country are fewer 
in number than state hospitals, they are on 
the average further removed from their con- 
valescent patients. 

These are all matters of high interest to 
both the National Association for Mental 
Health and the members of The American 
Psychiatric Association. They call for con- 
tinual collaboration between the two, just 
as the National Association is now collaborat- 
ing with The American Psychiatric Associa- 
tion in the financial support of Information 
Services and in the operation of the Central 
Inspection Board. 

Georce S. Stevenson, M.D., 
National and International Consultant, 
The National Association for 
Mental Health. 


POLITICS 


The political illusion has for its aim the well-being of the transitory individual. Hence 
socialism, its fruit: that is to say, the transitory individuals want to snatch their happi- 
ness for themselves through social organization. 


—NIETZSCHE 
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NEWS AND NOTES 


Larayette Curnic, Derroir.—The first 
annual report of this Clinic, just received, 
outlines its history and nature. Under the 
direction of Dr. J. S. Gottlieb, the purpose 
has been to integrate the professional staff 
of the Clinic with that of Wayne State Uni- 
versity. Thus the psychiatrists hold appoint- 
ments in the College of Medicine, the psy- 
chologists in the department of psychology, 
and members of ancillary groups in respec- 
tive departments in the University. 
larly, certain members of staff of Wayne 
State University hold part-time appoint- 
ments at Lafayette Clinic. In addition, staff 
members of the Detroit Receiving Hospital 
and Detroit Memorial Hospital on the teach- 
ing faculty of the College of Medicine serve 
as consultants to the Lafayette Clinic. 

The Clinic building was completed in 1955 
with a total capacity of 145 beds (20 for 
children under 12, 25 for adolescents be- 
tween 12 and 16, 100 for adults). About 
one-third of the total capacity is presently 
in use. 

The adult outpatient department opened 
October 15, 1955, the children’s outpatient 
clinic March 1, 1956, the adult inpatient 
service January 16, 1956. 

While the primary function of the Clinic 
must be for study and treatment of patients, 
it is also actively engaged in training pro- 
grams and a considerable variety of research 
programs. 


Simi- 


VENEREAL Disease SymMpostumM.—The 
eighth annual Symposium on Recent Ad- 
vances in the Study of Venereal Diseases 
will be held in the auditorium of the Depart- 
ment of Health, Education, and Welfare, 
Washington, D. C., April 24-25, 1957. 

The are open to all interested 
physicians and workers in allied professions. 
Hundreds of participants from all parts of 
the country, including many outstanding au- 
thorities on venereal disease, attend annually 
to exchange the latest available information. 

Topics to be discussed will cover many as- 
pects of venereal disease control, including 
basic and clinical research, serology, epidemi- 


sessions 


ology, treatment, program operation, and 
professional education, 


1957 Western DivisionaAL Meetinc.— 
The Western Division of The American Psy- 
chiatric Association will hold its second re- 
gional meeting in Los Angeles at the Statler 
Hotel November 20-24, 1957. 

The meeting will be divided into a number 
of sections. The following are under con- 
sideration: Child Psychiatry, /-xperimental 
Psychiatry, States, Individual 
Psychotherapy, Group Psychotherapy, Social 
Psychiatry, Psychosomatic Medicine, De- 
linquency, Geriatrics, Drugs in Psychiatry, 
Education, and Hospital Psychiatry. 


Borderline 


Those interested in presenting a paper, 
please communicate with the Program Chair- 
man, Allen J. Enelow, M.D., 435 North 
Roxbury Drive, Beverly Hills, California. 


Francaise pe M&pecine Psy- 


CHOSOMATIQUE.—During the summer of 
1956 La Société Francaise de Médecine 
Psychosomatique was created in Paris. Its 
aim is to promote scientific research in psy- 
chosomatic medicine. 

The Bureau of the Executive Board of 
the Society is composed of: Dr. Moutier, 
president; Prof. Heuyer and Dr. Bolgert, 
vice-presidents; Prof. Aboulker, secretary- 
general; Dr. Chertok and Dr. Sapir, secre- 
taries; Dr. LBrisset, treasurer. Other mem 
bers of the Executive Board are: Dr. Chene, 
Prof. Delay, Prof. Delbarre, Dr, de Graci- 
ansky, Dr. Held, Dr. Montassut and Dr. 
Nora. 

The Society wishes to establish scientific 
collaboration with other societies, groups 
and individuals interested in the exchange 
of information in the field of psychosomatic 
medicine. Address all correspondence to: 
Dr. Chertok, Centre de Médecine Psychoso- 
matique, 54, Avenue de la République, Ville- 
juif (Seine), France. 


THe AMERICAN Boarp or PsycHiATRY 
AND Nevuro.iocy, INc.—The Board an- 
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nounces that only two examinations will be 
given in 1957: New Orleans, Louisiana, on 
March 18 and 19, 1957, and New York, 
New York, on December 16 and 17, 1957. 

seginning January 1, 1958, all unused ex- 
amination fees, or portions of examination 
fees, on deposit in the Board Office will be 
forfeited by the candidate to the Board when 
the application lapses by going out of date. 
Further, all unused examination fees, or 
partial, unused examination fees, deposited 
before January 1, 1952, will automatically 
he forfeited by the candidate to the Board 
of January 1, 1958. 


Concress OF FRENCH PSYCHIATRISTS 
AND Neuro.ocists.—The Congres des Me- 
decins Alienistes et Neurologistes de France 
et des Pays de Langue Francaise will hold 
their 55th annual meeting at Lyons, France 
from September 9 to 14, 1957. 

Dr. Alliez will give a paper on “Les 
Troubles Mentaux des Phacomatoses” ; Dr. 
Castaigne one on “Explorations Paracliniques 
dans les Accidents Vasculaires Cérébraux” ; 
and Dr, Gayral on “Nouvelles Chimiothéra- 
pies en Psychiatrie.” Further information 
about this conference may be obtained from 
Dr. Paul Cossa, 29 Boulevard Victor-Hugo, 
Nice, France. 


CLINIcAL INvesTiGATOR ProcraM.—The 
V. A. Medical Program includes the train- 
ing of dentists and physicians interested in 
devoting three-fourths of their time to re- 
search. Any physician or dentist who has 
completed the formal residency training pe- 
riod prior to American Specialty Board cer- 
tification can apply for appointment as a 
Clinical Investigator. Starting salary for 
such an appointment $8,990, and _ selection 
will be made by the V. A. Central Advisory 
Committee in January and July of each year. 
With the title Veterans Administration 
Clinical Investigator, appointees will serve 
as full-time members of the V. A. hospital 
where they choose to carry out their re- 
search. Application forms for such an ap- 
pointment should be obtained from the V. A. 
hospital of the candidates choice. 


OUTPATIENT DEPARTMENT, WESTCHES- 
TER Division or THe New York Hospt- 
TAL.—The Outpatient Department of the 


Westchester Division made possible by a 
gift of $300,000 from John D. Rockefeller, 
Jr., was officially opened December 8, 1956. 
Construction of the new, one-story brick 
building began in the autumn of 1955, and it 
will provide outpatient treatment for resi- 
dents of Westchester County whose income 
is insufficient to defray the fees of private 
psychiatrists. Facilities include soundproof 
consultation rooms, a conference room, group 
therapy and children’s play therapy rooms. 
Dr. William K. McKnight has been ap- 
pointed physician in charge of this new 
department. 


Society or Mepica, Group PsycHo- 
ANALYsTS.—The Society of Medical Group 
Psychoanalysts is presently being formed by 
trained psychoanalysts who do group work. 
The first scientific meeting of the Society 
will be held at the New York Academy of 
Sciences, 2 East 63rd Street, New York 
City, on Friday, March 22, 1957, at 8:30 p.m. 

The subject of the first meeting will be 
“Group Psychoanalysts Today” with Nathan 
Ackerman, M.D., Sidney Rose, M.D., 
Alexander Wolf, M.D., as members of the 
panel, and Louis Landman, M. D., as mod- 
erator. 

The Society is presently open for charter 
membership. Those interested please write 
the acting secretary, Dr. Benjamin Wassell, 
49 East 78th Street, New York 21, New 
York. 


W. H. O. PaNet oN Mentar HEALTH. 
—Dr. Paul Hoch, New York State Com- 
missioner of Mental Health served as chair- 
man of the W.H.O. Expert Advisory 
Committee on Mental Health, which met in 
Geneva last December. The topic of the 
meeting was “The Psychiatric Hospital as a 
Center for Preventive Work in Mental 
Health.” 


Dr. Wexserc Dies.—Dr. Leopold E. 
Wexberg, psychiatrist and pioneer in the 
field of rehabilitating alcoholics, died early 
in January of a heart attack at the age of 
67. Dr. Wexberg received his early training 
at the University of Vienna, and at the time 
of his death headed the District of Columbia 
Bureau of Mental Hygiene. He was the au- 
thor of five books and numerous mono- 
graphs on alcoholism. 
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BOOK REVIEWS 


PRENATAL AND PARANATAL Factors IN THE Devetor- 
MENT OF CHiLpHOoop BeHnavior Disorpers. By 
Martha E. Rogers, Abraham M. Lilienfeld, and 
Benjamin Pasamanick. Acta Psychiatrica et 
Neurologica Scandinavica Supplementum 102. 
(Copenhagen: Ejnar Munksgaard, 1955.) 


This monograph reports in extenso the results of 
the latest in a series of well-conceived and painstak- 
ingly executed epidemiologic investigations into 
neuropsychiatric disorders by Drs. Pasamanick, 
Lilienfeld, and coworkers. It provides yet another 
instance of the fruitful application of biostatistical 
methods to mental illnesses viewed as public health 
problems. 

An earlier study (Am. J. Hyg., 53: 262, 1951) of 
the association of complications of pregnancy and 
parturition with cerebral palsy led to the concept 
of a “continuum of reproductive casualty” extend- 
ing from stillbirth and neonatal death to sublethal 
damage to the foetus as exemplified by cerebral 
palsy. Subsequent studies (J.A.M.A., 7109, 
1954) implicated epilepsy and mental deficiency 
(J.A.M.A., 159: 155, 1955) in the continuum. The 
present investigation into the etiology of behavior 
disorders in childhood was undertaken in view of 
the frequent presence of neurologic and electro- 
encephalographic abnormalities in this group of 
children as well as the known occurrence of be- 
havioral abnormalities as sequellae of brain dam- 
age. The comprehensive and thorough-going fashion 
in which this problem has been approached is indi- 
cated by the fact that the 157 pages of this mono- 
graph include 124 tables of data and a bibliography 
of 140 articles to document its contentions. 

The question of methodology in such studies is 
central and the authors give theirs a thorough 
exposition. Behavior disorder was presumed to be 
present when a child was referred to the Special 
Services Division of the Department of Education 
by his teacher and principal because of deviant be- 
havior. The type of disturbance present was classi- 
fied from the record into 15 rough categories, the 
most relevant of which was expected to be “con- 
fused-disorganized.” Only those children with birth 
certificates available, whose hospital records were 
complete (if born in hospital), who were the result 
of single births, and who had Kuhlman-Anderson 
I.Q.’s of 80 or over were included; they totalled 
471 “selected” cases. Matched controls were pro- 
vided by obtaining data on the child of the same sex 
alphabetically next to each case in the same class 
with him; thus 359 “selected” controls were secured, 
the attrition due to unavailable records accounting 
for the difference in numbers. Cross-check of 
socio-economic status and I.Q. revealed no signifi 
cant difference between the two groups; race was 
automatically matched as result of the then still 
extant system of school segregation. 


Birth and hospital records of cases and controls 
were carefully searched. Factors previously impli- 
cated (in stillbirths, neonatal deaths, cerebral palsy, 
and epilepsy) were sought: maternal age, parity, 
history of previous infant loss, complications of 
pregnancy, prematurity and neonatai abnormalities. 
Of these factors, prematurity (defined as birth 
weight under 2,500 grams) and abnormalities of 
the prenatal and neonatal period (chiefly toxemia 
and bleeding) were found to be significantly more 
frequent in white cases than white controls, whereas 
prematurity alone had a significant association with 
non-white cases. These correlations were particu- 
larly marked for the “confused-disorganized” sub- 
group, which alone accounted for the trends noted 
in the white cases as an aggregate. History of 
previous reproductive casualty in the mother and 
abnormalities of the neonatal period were not sig- 
nificantly related to the occurrence of behavior dis- 
orders. As noted in the previous reports by these 
investigators, the incidence of complications among 
the non-white controls and cases was markedly 
higher than for the white group. 

The method employed in this study merits more 
extended discussion than space permits. It would 
obviously have been preferable to have had a psy- 
chiatric evaluation of each child to justify his in- 
clusion in the “selected” cases. Experience in a 
children’s psychiatric clinic indicates that a diag- 
nosis of behavior disturbance by a teacher does not 
necessarily constitute proof of its presence. The 
data reported which differ strikingly between white 
and non-white children suggest that differing levels 
of tolerance existed in the corresponding schools. 
However, mere inspection of the numbers involved 
in this investigation demonstrates how prohibitively 
time-consuming a task examination of each child 
would have been. Moreover, the heterogeneity in- 
troduced by the inclusion of improperly diagnosed 
cases would only tend to weaken the likelihood of 
statistical significance for the parameters measured. 
Thus, the figures obtained are more probably mini- 
mal than representative of the true state of affairs. 

A second inherent problem lies in the retrospec- 
tive use of hospital and birth certificate data re- 
corded with another purpose in mind and subject 
to the inaccuracies dictated by the practical exigen- 
cies of a physician’s time and interests in a busy 
delivery room. It can be argued that there is no 
a priori reason to assume any bias between the 
records from cases and controls but the l@k of 
precision in the data make them somewhat equivocal 
in this regard. 

Of these limitations the authors are fully aware, 
They do not claim to have demonstrated the etiology 
of behavior disorders. On the contrary, they affirm 
the probable heterogeneity of their causation. They 
recognize that correlations indicate associations, but 
do not prove causal relations. They argue con- 


#57 


4 


4 
: 
‘ 
4 
a 


858 


vincingly that this method provides a practical and 
achievable method for testing preliminary hypothe- 
ses, whose affirmation must then be based upon 
carefully designed anterospective studies. They 
point to the need for more precise clinical tools to 
distinguish the presence of minimal brain damage, 
presumptive presence of which in certain of the 
children with behavior disorders is indicated by 
the analysis. 

In sum, this is an excellent pioneering study in 
an area still insufficiently explored with epidemio- 
logic methods. Its tentative conclusion that behavior 
disorders should be added to the continuum of re- 
productive casualty seems warranted. The clinical 
implications of this study should lead to a higher 
index of suspicion for the presence of cerebral 
damage in children with behavior disorders. This 
monograph is commended to the attention of all 
psychiatrists as an important addition to our knowl- 
edge of the etiology of deviations in behavior, with 
whose elucidation our specialty is concerned. 

Leon Ersenperc, M. D., 
The Johns Hopkins Hospital. 


La R&ADAPTATION PROPESSIONELLE DES Lonoromisés. 
By Pierre Tubéry. (Carcassone, France: 
Bonnefous et fils, 1956.) 


Three conditions are necessary for return to effec- 
tive existence of the lobotomized patient. These are 
disappearance of the essential pathlogic manifes- 
tations of the disease, sufficient premorbid experi- 
ence to make possible the restructuring of the per- 
sonality, and sufficient external pressure. This re- 
adaptation is often possible because lobotomized 
patients preserve their egocentric aspirations and 
particularly their interest in their own economic 
future. They keep their word and sometimes they 
live up to their educational accomplishments. The 
author has observed a number of patients who have 
undergone lobotomy for a variety of mental dis- 
orders, and emphasizes the fact that “lobotomized 
patients have not suffered any regression of their 
personality as the result of their operation.” 

Tubéry presents the lobotomized patient against 
a background of either Marxian or Christian con- 
cepts of work. In either case the operated individual 
seems to be urged onward by the practical aspects 
of the situation rather than by the apotheosis of the 
state or the sanctity of individual contribution to 
his fellow man. Aspirations and mysticism are 
lacking in the lobotomized patient, along with patho- 
logic exaggeration of sentiments of humility and 
culpability. These alterations in the personality of 
lobotomized patients can be employed with benefit 
in their reeducation and reintegration in society. 
This is done in part by placing the individual in a 
medium where work is the normal custom, or 
placement in a rural family environment. Some- 


times group endeavor brings forth in the lobo 
tomized patient a renewed interest in his occupation. 
Psychotherapy can aid appreciably in the better 
adjusted patients by stimulating them to greater 
realization of their responsibilities to their social 
environment. 
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Of the 12 patients studied, 10 were rehabilitated 
to a satisfactory degree in their environment. The 
word “professional” has a different connotation in 
the English language. What the author studies is 
what we would call the occupational readjustment. 
The occupations of the patients were clerical, me- 
chanical, domestic, and so on, none higher than a 
surveyor in the professional scale. This thesis is 
aimed at a particular problem in psychosurgery, 
the economic and occupational rehabilitation of 
patients undergoing psychosurgery. In this small 
series of cases the views are rather theoretically 
elaborated. 
WALTER FreeMAN, M.D., 
Los Altos, Calif. 


Tue Rewer or Symptoms. By Walter Modell, 
M.D., F. A. C. P. (Philaaelphia and London: 
Saunders, 1955. $8.00.) 


It was said in certain European clinics of an 
earlier day that what the professors were mainly 
interested in was what they were going to find at 
autopsy—to see how closely their ante mortem and 
post mortem diagnoses would agree. Patients were 
pathological “specimens,” so to say, while still alive 
and under treatment. 

Professor Modell of Cornell University Medica! 
College reminds us that patients do have symptoms. 
That is what they complain of. For that they come 
to the doctor for relief. They may not be able to 
share his interest in etiology and pathology. They 
want him to make them feel better. The author 
notes that medical treatises of today concentrate on 
curing disease rather on relieving symptoms as 
such, and that this side of medicine “is rarely ap- 
proached directly in the formal teaching of medical 
students.” His book is intended to fill this need. 

He lists 24 symptoms which include “well over 
95 percent of those which bring patients to the doc- 
tor’s office.” These symptoms are: pain, anxiety, 
insomnia, gas, constipation, diarrhea, loss of appe- 
tite, obesity, palpitations, edema, dyspnea, cough, 
fever, weakness and fatigue, nausea and vomiting, 
vertigo, itch, hiccups, unconsciousness, convulsions, 
skeletal muscle spasm, menstrual disorders, fre- 
quency and dysuria, jaundice. 

Each symptom is considered systematically—the 
condition that may give rise to it, what it means to 
the patient, what both he and the doctor can do 
about it; what drugs should be used or not used 
(the discussion of drugs is butressed by the author's 
qualifications as teacher of clinical pharmacology). 

In former times when medicine was an art and 
had not yet become a science, treatment was neces- 
sarily symptomatic. With the discovery of causes 
and pathology, disease-conscious physicians thought 
less about symptoms, which might be misleading, 
and more about diagnosis. The pendulum swung 
far, and the author chides the attitude of the editor 
of a leading medical journal who asserted: “Let us 
not in the semblance of progress retrogress or be 
catapulted back into the dark ages of symptomatic 
medicine.” Such a criticism could not be launched 
against this book which aims to restore a balance 
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in medical theory and practice. It looks at illness 
from the outside in, so to speak, and not exclusively 
the other way round. Its objective is “full” treat- 
ment—treatment of the person who has the disease. 
Throughout due weight is placed upon psychologi- 
cal factors in causing or influencing symptoms and 
in retarding or facilitating recovery. ‘There is 
guidance for the doctor not only in treating the 
symptom but also in training the patient who has it. 

There are some timely remarks in the section on 
anxiety on the new tranquilizing drugs. The author 
has no kind words for the commercial medical 
literature that is flooding the country and being 
spread before lay readers as well as filling the doc 
tors’ waste-baskets. He concludes, speaking for 
the general physician, that “the only salvation in 
this sea of confusion lies in bearing the limitations 
to human judgment in mind and waiting for firmer 
evaluations. Until such evaluations can be made, 
it would seem better to use the older sedative drugs 
and leave the new ones for the specialists in the 
field, especially the psychiatrists.” 

There are cautionary notes on psychotherapy too, 
particularly the nonmedical variety. “There are 
grave dangers in the treatment of symptoms by 
psychotherapy which neglects in the slightest degree 
the possibility of physical disease. . . . Improve- 
ment through psychotherapy is unfortunately no 
guarantee of the psychic origin of the symptom. We 
all hope to avoid the sort of tragedy in which relief 
by psychotherapy is effective long enough to delay 
fatally the proper treatment of a physical disease. 
This point deserves special emphasis, for the danger 
applies with equal force to the placebo effect of all 
drug therapy.” 

Professor Modell's book will not take the place 
of the comprehensive textbook of medicine. It is 
an excellent companion-piece to such a book. It 
contains much practical and detailed wisdom for the 
guidance of the office physician and for the teacher 
of medical students as well. 


B. 


THe Trouste Cops. By Albert Deutsch. 
(New York: Crown Publishers, Inc., 1954. 
$3.00. ) 


The author presents interesting and often startling 
observations on the functioning of police depart- 
ments. At the time the book was published he re- 
ports that the cost of crime in this country was 
variously estimated from § to 15 billions of dollars 
per year. Further, on the basis of very conserva- 
tive statistics, it is estimated that there is in this 
country a homicide every 14 minutes, a rape every 
30 minutes, a robbery every 9 minutes, an assault 
every 6 minutes, a burglary every minute, and 2 
larcenies per minute! 

The same source estimates that arrests result in 
less than one third of all these crimes and further 
that less than one half of all the suspects are actu- 
ally convicted. 

Along with this, Mr. Deutsch cites many examples 
of alliances among criminals, politicians and police, 
evidences of police corruption and the frequency 
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with which police departments “cover up” and at 
tack any outsider or insider who tries to expose 
such facts. 

These things become particularly striking when 
contrasted with accounts of various outstanding 
police departments with high morale, a very pro 
fessional attitude and manner of function and a de- 
votion to the cities in which they operate. The 
painstaking and diligent and frequently brilliant 
examples of police work attributed to a number of 
these are quite striking. 

In attempting to explain the situation he has 
depicted, Mr. Deutsch presents a number of explana- 
tions which are worthy of discussion. He points out 
that we tend to demand much from policemen in 
accordance with an idealized concept of them, but 
pay them so little that selection is limited and they 
often need to have other jobs in order to make ends 
meet. We readily make scapegoats of them and 
have a characteristic tendency to try to solve com- 
plex problems by “passing a law.” Once the law 
is passed, we often refuse to adhere to it, will not 
accept any personal inconvenience that comes from 
enforcement of the law, try to “fix tickets,” ete. He 
speculates that the very frequent and general hos- 
tility toward police in part reflects the American 
tradition of the first love of personal liberty, coupled 
with a distaste for authority that necessarily re- 
stricts personal liberty of action. 

Again and again he returns to the point that the 
three great areas of illegal activity are: gambling ; 
prostitution; and the sale and distribution of nar- 
cotics. He feels that the key to the problem is the 
unenforceable and unpopular vice laws we tend to 
pile up in haste and violate at leisure. Many of 
these laws, so unheeded by our citizens (prohibi 
tion was a glaring example) contribute overwhelm 
ingly to the recurrent scandalous police breakdown 
The author says corruption can not be controlled 
where organized vice is tolerated. Many studies 
have shown that the “Vice Squads” tend both to 
corrupt those who serve upon them and to attract 
the corruptible. Investigators for a Senate com 
mittee said that, “The Vice Squad always seems to 
be the main center of police corruption.” A charac- 
teristic phenomenon of such Vice Squads sooner or 
later seems to be the resort to the judicially con- 
demned maneuver of entrapment. Since this is so 
often utilized in the area of sexuality, which under 
our present code is a “security offense” as well, it is 
a matter of particular interest and concern. 

Mention of Senate Committees brings to mind 
the question of “lie detectors,” of which some of 
them seemed to be enamoured. Mr. Deutsch dis- 
cusses these at length, including the interesting 
point that a psychiatrist, Dr. John A. Larson, first 
adapted the lie detector to police use as a policeman 
in Berkeley, California, more than three decades 
ago. Apparently it has been an amazing spread of 
the use of these instruments, with much claimed 
for them. “The lie detector has been credited with 
breaking many murder mysteries, catching crooks 
where all other police efforts had failed, settling 
demestic disputes, saving incalculable sums for 
banks and other businesses, rescuing innocent men 
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and women from the webs of circumstantial evi- 
dence, keeping honest men honest and even reform- 
ing dishonest ones. It has been claimed that the 
machine can not only detect subversive thoughts, but 
the “intention to commit subversive acts.” 

Despite these glowing statements, there is much 
opposition to the machines on both ethical and 
practical grounds. Apparently many of the persons 
using them are poorly or little trained and display 
regard for neither science nor ethics. Dr. Larson 
says that to a large extent its use is “little more 
than a racket.” The outstanding American opponent 
of lie detectors is FBI Director J. Edgar Hoover, 
who has little regard for their reliability. Their use 
on a mass screening basis has been discontinued by 
The Atomic Energy Commission, because its re- 
sulting grave problem of employe morale, feeling 
of degradation and mass mechanical imputation of 
distrust. 

The observations of Mr. Deutsch suggested that 
where the “lie detector” was successful, it was much 
more the observations of and interrogation by the 
skilled operator than it was any contribution of the 
polygraph itself. One expert suggested that it was 
“go% psychology” ! 

It is not clear, but it is interesting to speculate 
what the results of a lie detector would be in a per- 
son with unconscious guilt and self-condemnation, 
unrelated to the particular crime or accusation for 
which the investigation was being conducted. One 
wonders if in such a situation the polygraph might 
not provide incriminating evidences of guilt! 

One can scarcely consider policemen, who after 
all represent the topic of this book, without some 
thought as to how policemen are actually selected 
and what their motivations are for seeking to be- 
come a member of the police force. Deutsch indicates 
that in all too many cases the selection of policemen 
is dependent on political influence, patronage or pay- 
ment. It would seem that for relatively few is it a 
matter of some kind of scientific study, screening, 
examination, ete. 

Relatively little is given concerning motivations. 
It is striking that among the individuals whom 
Deutsch singles out as good policemen of a high 
caliber, a number seem to represent a positive pa- 
ternal identification, saying that, “their father was 
a good cop and they themselves always wanted to 
be.” But what of the others? Some clue may be 
gotten from Deutsch’s comments concerning the 
frequency of sadism and lawlessness on the part of 
policemen, the common lack of regard for civil liber- 
ties and the statistically disproportionate numbers of 
policemen who commit suicide or crimes of violence. 
The few police departments who utilize psychologi- 
cal and psychiatric study and screening procedures 
suggest from their observations that there is a 
strikingly high proportion of emotionally disturbed 
individuals seeking and perhaps finding positions 
in police forces. This of course suggests as one 


might suspect that many persons seek police careers 
as a means of working out their own conflicts 
around authority, difficulties around sadism-maso- 
chism, means of proving their masculinity, opera- 
tions of reaction-formation, etc. 


These items of 


course suggest the need for and great importance of 
psychological and psychiatric study which will serve 
not only as an initial screening device and basis 
for selection, but also to follow along at least the 
early years of a policeman’s career and be called 
upon subsequently in providing one of the important 
criteria for promotion and reassignment. 

Our preoccupation with inner psychological fac- 
tors should not, however, lead us to ignore the 
point equally forcefully made by Deutsch, that the 
police scandals and increasing waves of crime are 
not isolated phenomena in themselves, but are also 
the striking and significant reflection of political, 
social and community morality. They must be 
viewed in a total social framework and to so view 
them suggests that much is amiss and requires the 
concerted interest and efforts of all of us. This is 
an interesting and provocative book. 

Maurice Laurer, M.D., 
Emma Pendleton Bradley Home. 


Youtn: Tue Aces rrom Ten To Sixteen. By 
Arnold Gesell, M.D., Frances L. Ilg, M.D., 
Louise B, Ames, Ph. D. (New York: Harper & 
Brothers, 1956. $5.95.) 


The behavior patterns, attitudes, ideational and 
emotional responses of a group of well-adjusted 
children over a 7-year period are observed and de- 
scribed in this book. 

In this reviewer’s opinion, the chief value of the 
book lies in its vivid, candid descriptions of be- 
havior and mood during a stage of development 
which is generally viewed with alarm and apprehen- 
sion by most parents, educators, and psychologists. 
The authors cheerfully brush away the sense of 
mystery which characterizes most descriptions of 
the age span covered in their book. They simply 
weave the 7 years between the ages of 10 and 16 
into the over-all theory of human growth and de- 
velopment which they have presented in their previ- 
ous books. They consider 10 a nodal point in the 
developmental life history of the individual, “a 
year of consummation as well as of transition.” 
They believe that “the grand spiral of human de- 
velopment has its major and minor subcycles. The 
major subcycle which began with year 10 comes to 
full circle at 16, and then takes a long swing of 5 
years or more toward maturity. The 16-year-old 
youth if he rises to tiptoe can almost see the hori- 
zon of adulthood. He is himself a pre-adult.” 

Within the major subcycle with which the authors 
are concerned in this book, they see minor pendular 
swings. For example, at year 10 the child is de- 
scribed as “casual and easygoing. Eleven is sensi- 
tive and self-assertive. Twelve is outgoing and 
balanced. Thirteen is withdrawn and inwardized. 
Fourteen, expansive and exuberant. Fifteen, restless 
and apathetic. Sixteen, friendly and well-adjusted. 
This is a compressed thumbnail summary, but 
despite oversimplification, it gives a just impression 
of the over-all semirhythmic fluctuations which 
mark the advancing cycle of emotional growth be- 
tween the nodal ages of 10 and 16.” Each age is, of 
course, described in great detail and from many 
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points of observation, such as: The Total Action 
System, Self-Care and Routines, Emotions, the 
Growing Self, Interpersonal Relations, Activities 
and Interests, School Life, Ethical Sense and Philo- 
sophic Outlook. 

Many mood trends and patterns of reaction which 
may cause some alarm to parents who tend to forget 
their own adolescent years, are described so matter- 
of-factly that this book cannot help but be a source 
of reassurance. 

It cannot, however, be looked upon as providing 
solutions to conflicts which may trouble less well- 
adjusted adolescents than those observed in this 
study. 

C. Papanpreow, M.D., 
Denver, Colorado. 


Die Kausatcw. Ein Beitrag zur Frage der 
Schmerzen bei peripheren Nervenverletzungen. 
Causalgia. A Contribution to the Problem of 
Pain in Peripheral Nerve Injuries. By Erich 
Trostdorf. (Stuttgart: Georg Thieme, 1956.) 


S. Weir Mitchell published a paper on causalgia 
with Morehouse and Keen in 1864; his classical 
monograph came out in 1872, These publicaticns 
were practically forgotten until after the first great 
war; since then a very extensive literature has 
been produced. Professor Trostdorf often refers 
to the works of Weir Mitchell and quotes them 
extensively. The disturbance was called causalgia 
(burning pain) by Weir Mitchell. It is exclusively 
produced by circumscribed lesions of a peripheral 
nerve, almost always by shot wounds. 

The continuous burning pain, also called basic 
pain or spontaneous pain, remains generally within 
tolerable limits. More distressing is the explosion- 
like increase of the pain through emotional excite- 
ment, through changes of mood. Every slight touch 
of the hypersensitive parts of the skin, the movement 
of the injured or the not-injured limb, coughing, 
laughing, deep breathing, swallowing of cold or hot 
food or drink may produce a pain attack. The pa- 
tients attempt to keep the dolorous part wet; this 
“hygromania” is said to be pathognostic for the 
condition. While the well-watered part does not 
ache, it does so if it is dry; even the notion that no 
water may be available can precipitate a pain at- 
tack. The behavicr of the patients can be dominated 
by the “fear of stimuli” in a manner reminding one 
of compulsive attitudes. The sufferers are, with ex- 
tremely rare exceptions, well adjusted to others.— 
I may skip the chapter on neuropathology which, 
incidentally, is as good as the other chapters.—Of 
conservative methods of treatment insulin appears 
to be effective. Often sympathectomy must be re- 
sorted to. “The only real progress in the knowledge 
of causalgia since Weir Mitchell is owed to the 
therapeutic efforts of Leriche.” There are 114 
pages of literature in small print. 

On the ground of a complete knowledge of the 
literature and very considerable and well-supported 
observations of his own Professor Trostdorf has 
written an excellent mouograph whose value is en- 


hanced through the noble manner in which he gives 

those who worked in this field before him their due. 
Houston, Texas. 


Grosse NerveNakztTe. 21 Lebensbilder. Herausge- 
geben von Kurt Kolle. (Stuttgart: Georg 
Thieme Verlag, 1956. D. M. 29.40., New York: 
International Medical Book Corporation. $7.00.) 


The 18 authors who contribute to this volume 
and the subjects of their biographies are: 

Henrique de Barabona Fernandes: Egas Moniz. 

John F, Fulton: Harvey Cushing. Charles Sher- 
rington. 

Ernst Griinthal: Pernhard Von Gudden. 

Gustav Richard Heyer: Carl Gustav Jung. 

Gordon Holmes: John Hughlings Jackson. 

Richard Jung: Santiago Ramén y Cajal. 

Jacob Klaesi: Eugen Bleuler. 

Kurt Kolle: Hans Berger. Karl Jaspers. Emil 
Kraepelin. 

Mieczyslaw Minkowski: Ivan Petrowitsch Paw- 
low. 

Georges de Morsier: Jean Martin Charcot. 

Max Nonne: Wilhelm Erb. 

Raymond de Saussure: Philippe Pinel. 

Leopold Schénbauer and Marlene Jaritsch: Julius 
Wagner-Jauregg. 

J. H. Schultz: Sigmund Freud, 

Theodore Spoerri: Konrad Rieger. 

Georg Stertz: Karl Bonhoeffer. 

Rudolf Thiele: Wilhelm Griesinger. 

Klaus Joachim Zilch: Otfrid Foerster. 


It will be noted that of the 21 scientists here 
portrayed, 13 are from German-speaking countries ; 
Britain and France are represented by 2 each; the 
United States, Spain, Portugal and Russia by one 
each. The biographies vary from 6 pages (Berger) 
to 22 (Jung). Each is accompanied by a photo- 
graph of the subject. 

To keep his book within fairly narrow limits 
(284 pages) Professor Kolle, who is director of 
the neurological clinic, University of Munich, omits 
dozens of names (which he records in his preface) 
that might well have been included. He offers the 
suggestion that if a later edition is called for the 
range may be extended. 

In 1924 there appeared in Germany a book of 
biographies the writing of which Kraepelin had 
urged and Kirchkopf accomplished—Deutsche Irren- 
drzte, It presented the lives of notable psychiatrists 
but none of those still living. It was the purpose of 
the editor of the present work to include biographies 
of great neurologists and psychiatrists not found in 
the earlier book; also he wished to widen the scope 
by bringing in the life stories of leaders in this 
broad field from other countries, thus giving the 
work a truly international character. The great 
preponderance of German names is not surprising; 
Deutsche Irrendrcte was the model with which 
Kolle undertook his task. But there was another 
reason for this preponderance. Germany is the land 
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where the greater number of preeminent psychi- 
atrists and neurologists have lived. 

A valuable feature at the end of this book is an 
alphabetical list of all the teaching and research 
centers in psychiatry, neurology, and neuropathol- 
ogy and neurosurgery in the German-speaking 
countries. The list gives the date of founding each 
clinic, and the names of the successive directors 
with their dates as well as the dates marking their 
terms of office. Other brief historical notes are also 
supplied. In this way data are furnished of the in- 
stitutions where the various disciplines are espe- 
cially cultivated—psychiatry in 34, neurology in 9, 
neurosurgery in 5, neuropathology in 14, neuro- 
physiology in 2. 

This book should be required reading for students 
in psychiatry, neurology and allied branches, and 
they should be equipped to read it in the original 
German, Editor Kurt Kolle, who contributed 3 
of the biographies, has done a fine job, and the 
Georg Thieme Verlag has done a fine job of book- 
making. The work is, as Kolle remarks, “vortref- 
flide angestattet.” 

F. 


Tue Mepicar Care or THe Acep AND CHRONICALLY 
Int. By Freddy Homburger, M.D. (Boston: 
Little, Brown and Co., 1955. $5.75.) 


This book would be of particular interest to any- 
one who treats patients classified in a group of the 
“chronically ill.” Homburger thoroughly discusses 
the diagnoses, pathophysiology, prognosis, and man- 
agement of malnutrition, terminal cancer, arthritis, 
osteoporosis, hemiplegia, and paraplegia. It is dis- 
appointing that in this day and age, no reference is 
made in this book to chronic mental illness or the 
social and psychological problems of senescense. 

The chapter on “Management of Distressing Com- 
plications of Chronic Illness” is the highlight of the 
book, Attention to the problems the author deals 
with in this chapter would help to neutralize the 
physician's feeling of futility in treating the chroni- 
cally ill, would make life more bearable for the 
patient and in turn certainly improve the doctor- 
patient relationship. Psychiatrists who work in 
institutional settings, particularly with aged senile 
persons, should find this book of great value. 

Geratp Freman, M.D., 
New York City. 


Tue ABNORMAL Personatity. Second Edition. By 
Robert W. White. (New York: Ronald Press, 
1956. $6.50.) 


The chapters of this book are organized on a 
twofold basis. Primarily, they run the gamut of 
psychopathological syndromes classified according 
to manifest symptoms: personality maladjustments, 
neuroses, conduct disorders, psychosomatic dis- 
orders, organic brain disorders, and psychoses. 
There is no pretense at nosological completeness, 
since the book is an introductory textbook of ab- 
normal psychology and not of psychiatry. It was 
the author's intention rather to give representative 
examples of each class of syndrome. Simultaneously, 


the examples are representative of different varieties 
of etiology, for the chapters are secondarily organ- 
ized on an etiologic basis. 

First, and of preponderant importance to the 
book as a whole, come several chapters on the 
purely psychogenic “disordered personal reactions” 
characterized by “overdriven strivings” and a 
“nuclear neurotic process” founded on anxiety. The 
psychogenic and somatogenic hypotheses are then 
discussed together in relation to the so-called psy- 
chosomatic disorders. The somatogenic hypothesis 
gets the spotlight alone in connection with organic 
brain disorders. Finally, the manic-depressive and 
schizophrenic psychoses give rise to a consideration 
of genogenic, chemogenic, and psychogenic inter- 
action. 

There is no discussion of why the psychogenic 
hypothesis is used alone as an explanation of some 
disordered personal reactions, except in the implica- 
tion that these disorders are sometimes responsive 
to psychotherapy (to which topic 2 chapters are 
devoted). Nor is there any discussion of the dual- 
ism of mind and body that is tacitly implied in the 
psychogenic hypothesis. In these 2 respects, there- 
fore, The Abnormal Personality is very representa- 
tive of our era. It is also lucid in its exposition and 
well-wrought in its synthesis of divers points of 
view together with the clinical and experimental 
information from which they derive. For graduate 
students in psychology and the social sciences and 
for medical students beginning their course in 
psychiatry, the book should prove an introductory 
text for which a substitute would be difficult to find. 

It may well prove, also, to be without substitute 
as a historical document a generation or two from 
now—a summing up of mid-century ideas about the 
abnormal personality. The author intimates some 
of the changes that may be expected in these ideas, 
especially in his theoretical approach to schizo- 
phrenia, which is agreeably unencumbered with 
dogma. 

A future gegneration might well, however, be 
amused at our current ideas about psychogenesis 
and the psychodynamics of neurosis. There is in 
The Alnormal Personality a moralizing overtone 
that inevitably intrudes into any writing that resorts 
to concepts of symptom motivation and secondary 
gain. Assertions about unconscious mechanisms 
notwithstanding, motivational explanations of dis- 
ordered personal reactions carry a nuance of blam- 
ing a patient for being ill. This nuance of blaming 
is most noticeable in respect of psychotherapeutic 
theory: one frequently reads that a patient must 
be motivated to get well. If the patient does not 
obtain this motivation by luck, then apparently he 
must get it by voluntary effort. Otherwise, like 
the delinquent or psychopathic person with a con- 
duct disorder, he must presumably be blamed for 
his disordered behavior and punished, or else writ- 
ten off as a dead The problem with any 
motivational theories or explanations of behavior 
is that they are not explanations at all, but simply 
descriptions, if they offer no formula for supply- 
ing an unmotivated patient with a motivation for 
therapy. 
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The author has not been unaware of the inad- 
equacy of motivation theory. He allows that “de- 
pendence, passivity, guilt and aggression recur with 
monotonous frequency” in psychodynamic recita- 
tions (p. 445). Yet, especially in the first and less 
revised half of the book, he does not altogether 
escape this monotony, and one begins to listen for 
the echoes of a repentant sinners’ testimony meet- 
ing, in the illustrative case material used in the 
various chapters. 

Psychogenic theory is open to another criticism: 
it facilitates an artificial dichotomy between psy- 
chology and medicine, disallowing the fact that psy- 
chologic medicine is as much a subdivision of 
medicone-in-general as are surgery, pharmaceutics, 
and radiology. An artificial division between psy- 
chology and medicine is not entirely absent from 
this volume. It allows some trivial errors to creep 
in—errors that may unnecessarily antagonize the 
medical student reader. Here are some examples. 
“It is slipshod to speak of a syphilitic virus [p. 19] 
instead of spirochete, or to say that pellagra is 
caused by Vitamin B deficiency and can be cured 
by doses of vitamins [p. 461]—nicotinic acid or 
niacin is the substance concerned; and it is not 
true that overactivity of the thyroid is less easy to 
treat than underactivity [p. 462].” The medical 
student will also notice that no mention is made of 
recent research on the drugs chlorpromazine and 
reserpine in the treatment of psychotic patients, nor 
of research on phenylketonuric mental deficiency. 

The medical student need not be too dismayed. 
The Abnormal Personality is not designed as an 
encyclopedic text. Its importance lies in its use- 
fulness as a systematic and concise summing-up of 
present-day conceptions and conjectures about psy- 
chopathology. 

Joun Money, Pu. D., 
The Johns Hopkins University. 


Hypnosis AND Its THerareutic By 
Roy M. Dorcus. (New York: Blakiston, 1956. 
$7.50.) 


This book has for its stated design the incorpora- 
tion of the experimental and therapeutic aspects of 
hypnosis into a single volume which may be em- 
ployed as a texthook. To achieve this aim the editor 
has compiled a series of chapters written chiefly by 
clinical psychologists who have worked with hyp- 
nosis in the laboratory and clinic. As might be ex- 
pected in any compilation, there is an unevenness in 
quality among the various chapters. On the whole, 
however, a high level is maintained. 

A chapter on “theories of hypnosis” by Pattie 
sketchily deals with past and current concepts re- 
garding the nature of the trance and concludes that 
there is as yet no adequate theory of hypnusis. Pattie 
himself is inclined most toward the motivational 
theory of White, but he admits of the limitations 
of this theory in explaining the altered state of the 
nervous system that develops in the trance. An- 
other chapter by Pattie describing various methods 
of induction and the criteria of hypnosis is also 


sketchy and does not give details of the induction 
process. 

Perhaps the best section of the book is that of 
experimental studies of the phenomena of the trance. 
There is a chapter by Kirkner on the influence of 
hypnosis on the sensory and perceptive functions, 
particularly visual, auditory and pain perceptions. 
There is one by Sarbin on the physiological effects 
of hypnotic stimulation. Expertly reviewed are the 
difficulties investing hypnotic research and the effect 
of the trance state on the central nervous system, 
the respiratory system, the gastrointestinal system, 
the genitourinary system, the cardiovascular system, 
metabolism and the skin. This discussion is so well 
presented that we may forgive Sarbin for a discur- 
sive and partially irrelevant excursion into theory 
in which he unconvincingly attempts to explain the 
phenomena of hypnosis as a form of role-taking ac- 
tivity. There is a chapter by Dorcus on the influ- 
ence of hypnosis on learning and habit modifying, 
including physiological conditioning. Finally there 
is a chapter by Pattie on the genuineness of certain 
hypnotic phenomena, especially anacthesia and re- 
gression. i 

The final section of the book is on clinical aspects 
of hypnosis. Dorcus contributes an interesting chap- 
ter on hypnosis as a diagnostic tool, outlining how 
the trance has been employed to differentiate conver- 
sion hysteria and malingering from organic somatic 
states, and how it may serve a purpose in determin- 
ing glandular functioning, in helping to motivate a 
patient for therapy, in establishing the priority of 
one neurotic state over a second coincident one, and 
in differentiating the nature of pain. Kline presents 
material on how hypnosis has been used to control 
disabling organic symptoms including pain. Kirkner 
details work, including personal experiences with 
hypnosis in a general hospital service. The obser- 
vation is confirmed that hypnosis, by alleviating ten 
sion, may positively influence certain organic medi 
cal conditions. Fruitful research will in the future 
establish more definitely the uses of hypnosis in 
medical and surgical conditions 

The virtues of hypnosis as an adjunct in psychi 
atric therapy are discussed in chapters by Shaffer and 
Harold Lindner. The former presents an excellent 
account of the aims of psychotherapy and describes 
how hypnosis has served as a supportive tool in 
indicated cases. The latter, following the techniques 
of Robert Lindner, relates his experiences with hyp 
noanalysis. This chapter is rather incomplete and 
does not cover the contributions of hypnosis to in 
sight therapy. The final chapter is on hypnosis in 
dentistry by Kuehner who outlines in a conservative 
and convincing way the manner in which the trance 
may be employed in dental practice. In general the 
section on therapy is an acceptable one, although 
more might have been written on the psychiatric 
uses of hypnosis as well as on its uses in anaes 
thesiology and obstetrics 

The book will be most appreciated by beginners 

hypnosis looking for a comprehensive text. It 

Il disappoint those in search of a clinical manual 
uailing specific techniques of working with hyp 
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nosis. The volume nevertheless contains many items 
of interest, particularly the research uses of the 
hypnotic state, which make it a worthwhile addition 
to a library on hypnosis. 
Lewis R. Woxserc, M.D., 
New York City. 


PHARMAKOPSYCHOLOGIE UND PsycHoraTHoLocie. By 
Wolfgang De Boor. (Berlin: Springer-Verlag, 
1956. DM. 39.60.) 


Recent discoveries of chemicals which alter func- 
tions of the normal mind, like LSD and mescaline, 
and tranquillizers, which tend to alleviate manifesta- 
tions of the diseased mind, have captivated the inter- 
est of psychiatrists all over the world. They have 
stimulated research which has led to an increasing 
number of publications of almost geometrical pro- 
portions. As a result, it has become more and more 
difficult to keep up with the current literature, and 
the older literature is more and more neglected. 
Wolfgang De Boor’s book, Pharmacopsychology 
and Psychopathology, is to be welcomed, for it 
represents a compendium of important current and 
older literature about drugs and poisons which affect 
the mind. 

The book is writen in a scholarly fashion based 
on the study of 2,500 references, the pertinent ones 
being quoted after each chapter. The content of the 
book is divided into two parts, a short general part 
(36 pages) and a special part which represents the 
main body of the book. In the general part, the 
author reports and discusses historical and cultural 
problems in relation to the use of drugs, and adds 
brief general remarks about addiction, The chap- 
ters on the influence of “pharmaca” upon perception, 
mood and dreams, or the chapter on narcoanalysis 
orients the reader quickly about pertinent literature. 
The chapters on methodological questions, the aims 
of pharmacopsychologic research, and the general 
question of the value of “pharmaca” in psychiatric 
research will be of interest to psychologically 
oriented psychiatrists. W. A. Stoll, who published 
the first comprehensive study on the psychic effects 
of LSD (the diethylamide of d-lysergic acid) al- 
ready had called attention to dissimilarities of men- 
tal symptoms produced experimentally and oc- 
curring in functional psychoses. Recently, Abraham 
Wikler, John M. MacDonald and James A. V. 
Galvin, and Murray FE. Jarvik, in this country, 
also emphasized differences between experimental 
and natural psychosis. 

The second, or special, part of the book follows, 
in general, the organization of the conventional text- 
books of pharmacology and toxicology; with this 
difference, it stresses the references to the psycho- 
logic and psychopathologic but not the pharmaco 
logical and physiologic effects of drugs and poisons. 

Opinions, whenever expresed by the author, are 
based on his interpretation of the literature; one will 
agree or disagree with the author, depending on 
one’s own orientation in predominantly experimental 
or psychodynamic psychiatry. In any case, this book 
will be a source of great and easily accessible infor- 
mation to all doctors, especially valuable to psycholo- 
gists and psychiatrists engaged in experimental 


pharmaco-psychologic research. Although it is 
written in German, the author, to quote Sir Ernest 
Gowers, used “plain words” which allow anyone 
to read it who has a working knowledge of the 
German language. 
Max Rinxet, M.D., 
Boston Psychopathic Hospital. 


Franz Josern Gait, INvENTOR OF PHRENOLOGY, 
AND His Coitection. By Erwin H. Acker- 
knecht, M.D., and Henry V. Vallois, M.D. 
(Madison, Wis.: University of Wisconsin Med- 
ical School, 1956. $1.50.) 


This brochure of 86 pages is No. 1 of Wisconsin 
Studies in Medical History. It is about Gall’s life 
and personality; his discoveries and ideas in the 
fields of anatomy, psychophysiology, anthropology 
and social reform; the movement created by him 
and its opponents; and in particular about his col- 
lection of busts, casts, skulls, masks, wax and plaster 
models housed in the Musée de l’Homme in Paris. 

During the Nazi occupation two German of- 
ficers called at the Musée and made off with the 
catalogue of the Gall collection. This catalogue, 
written according the archives of the Museum in 
Gall’s own hand, has never been recovered. It has 
now been reconstructed by the present authors, 
the one, professor of the history of medicine at the 
University of Wisconsin; the other, professor at the 
National Museum of Natural History and director 
of the Musée de l’Homme, Paris. Background in- 
formation concerning the pieces in the collection, 
contained in the original catalogue, is of course 
missing. 

Gall was of Italian extraction, his family name 
being Gallo. Born in 1758, he received his medical 
degree in Vienna in 1785. In 1805 he left that city 
where freedom of speech was limited, and his travels 
took him eventually to Paris where he became a 
French citizen and spent the last 21 years of his 
life, dying in 1828. His skull is included in the 
present collection. Gall had refused a religious 
funeral and was honored by having his books placed 
on the Index. 

Regarding his personality the authors conclude 
that Gall was “perfectly sincere in his convictions 

. extremely independent. His great and rather 
naive pride was sometimes moderated by a sincere 
recognition of his weaknesses . . . a kind of cordial 
warmth made this strange character sympathetic. 
. . . He does not seem to have been abnormal or 
unbalanced. ... He had an insatiable desire to 
know, to learn.” In his own words, “I never would 
make plans, I never knew what I would come to. I 
have been guided by the purest, the most innocent 
instinct. I was not led by interest, nor by honors, 
nor by money. The sole blind impulse to force the 
secrets of nature, animals and men, did it.” 

Following the catalogue which lists and describes 
354 specimens, a separate chapter makes a special 
study of a few pieces, including the skull of Gall. 
There are phrenological charts and photographs of 
casts of the heads of Gall and Spurzheim and others. 
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withdrawn, apathetic patients 


also can benetit from 


THORAZINE 


‘THORAZINE’ CASE HISTORY 


18-year-old female; “mute, incontinent, 

paid no attention to her personal appearance, 
and had to be fed.” 

“During the six weeks on [‘Thorazine’], 

she became more friendly and talkative . . . 
ate normal meals and was no longer 
incontinent . . . facial expression and bearing 


were friendly and responsive,’”! 


1 Shepherd, M., and Watt, DA... J Neurol , Neurosurg 
& Psychiat. 19:232 (August) 1956 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F, 
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Desbutal 


(DESOXYN* plus NEMBUTAL") 


to dispel anxiety and depression 


One capsule represents 5 mg. Desoxyn (Methamphetamine, Abbott) Hydrochloride 


and 30 mg. NEMBUTAL (Pentobarbital, Abbott) Sodium. 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 


sule and elixir forms. Each 
capsule or 2 teaspoonful toa 


contains: 
Pentylenetetrazol. .100 mg. NORMAL 
BEHAVIOR 


Nicotinic Acid 50 mg. 
1. Levy, S., JAMA., 153:1260, 1953 
2. Thompson, L., Procter R., 

North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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incorporates the first major new principle 
in AC current design among other advantages 
and supersedes glissando technique 
REITER MOL-AC Il 

REDUCES FRACTURE HAZAF.OS 


With the MOL-AC II, thrust is greatly 
reduced during the initial application of 
current, which is ingeniously softened to 
significantly reduce danger of fractures. 
There are no complicated dial settings, 
no manual timing devices, no warm-up 
delays. Merely connect to ordinary AC 
house current, switch to treatment, and 
the instrument is ready for immediate 
use. Automatically re-sets itself — as 
many treatments as desired may be 
given repeatedly. The MOL-AC II is one 
of the safest instruments obtainable, 
being completely isolated electrically. : 
Uniformly excellent clinical results have 
been obtained. 

The MOL-AC II, in a handsome wal- 
nut case with a Bakelite control panel 
(as illustrated) is priced at $90.00; in 
steel case $85.00. The MOL-AC I in a 
walnut case is $60.00; in steel case 
$55.00. Physician’s bag and attachments 
with either model $10.00 additional. 

Dalter’s Photic-Stimulator, complete 
with stand, is priced at $125.00, 


AN, OFFICIALLY APPROVE 
WHICH HAS ALSO WON P 


INSTRUMENT 
PULAR /APPROVAL. 


REUBEN REITER, Se.bD. 
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“tranquilizing action without mental 4 
Brown, W. T.; and A. South, Med, Jour., 
46582, June, 1963. Smith, J, A.: Postgrad. 


°°. . best results were obtained with women 
35 to 55 years of age, who complained of 
anxiety, insomnia, chronic fatigue and 
despondency.”” 


Many physicians have reported favorable results with 
‘Compazine’ in the mild or moderate mental and emotional 


conditions often associated with the menopause. 


For example, in a series of 84 patients, Knoch and Kirk 
report outstanding results in women 35 to 55. The authors 
state that after ‘Compazine’ treatment, these women “were 
no longer fatigued, were sleeping well, had increased energy 


and showed a lively interest in their surroundings.” 


‘Compazine’ is $.K.F.’s new tranquilizer and antiemetic for 


everyday practice. 


‘Compazine’ has shown minimal side effects. 


ompazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Knoch, H.R., and Kirk, R.: Proclorperazine—-A New Agent for the 


Treatment of Psychic Stress, in manuscript. 


*Trademark for proclorperazine, $.K.F. 
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“CENTRE PSYCHIATRIQUE” 


A non-profit Psychiatric Institution fully equipped for treatment of psychoneuroses 
or other nervous disorders. 


Modern buildings in a pleasant semi-rural surrounding in the outskirts of Mont- 
real. Homelike atmosphere. Occupational and recreational activities indoors and 
outdoors. 

Insulin, electro-convulsive and other physical methods of psychiatric treatment 
when indicated. Psychotherapy of psychoanalytical orientation. Complete labora- 
tory facilities including X-ray, electroencephalography. Physiotherapy. Consul- 
tants in all specialties. 


O 


All information sent on request. 


Information office—6555 Gouin Blvd. West, Montreal 
Phone RI 4-6481 
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In psychotherapeutics... 


valuable adjunctive medication for control of anxiety 


“One hundred and thirty-five psychiatric 
patients {suffering from a variety of 
emotional disturbances| were treated with 
|meprobamate| in private practice. 
Improvement of anxiety, tension, insomnia and 
psychophysiologic symptoms occurred in 
about three-fourths of the cases."” 


1. Phillips, R.E.: Am. Pract. ] 
& Dig. Treat. 7.1573 (Oct.) 1956 Wyeth 
K 


Philadelphia 1, Pa 


MEPROBAMATE 
2 methy! 2 propy! 1.3 propanedial dicatrbamate 
Licensed under US Pat No 2.724.720 
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Oxrorp Mepicat Books 


Announces 


A new edition of 


HENDERSON AND GILLESPIE 
Textbook of Psychiatry 


for 


Students and Practitioners 


By DONALD K. HENDERSON, M.D., Professor of Psychiatry, University of 
Edinburgh; the late R. D. GILLESPIE, M.D., Physician for Psychological Medi- 
cine, Guy’s Hospital, London; and IVOR R. C. BATCHELOR, M.D., Deputy 
Physician Superintendent, Royal Edinburgh Hospital for Nervous and Mental 


Disorders. 


EIGHTH EDITION 


COMPLETELY 
REVISED 


THE 

FINEST TEXT 
AVAILABLE 
FOR: 


STUDENTS 
POST-GRADUATES 
SPECIALISTS 


GENERAL 
PRACTITIONERS 


Throughout successive editions of this textbook the authors’ 
aim has been to present psychiatry as a living subject, with im- 
portant relations not only to general medicine, but to the social 
problems of everyday life. They have shown that a knowledge of 
psychiatry from the point of view of the application of psycho- 
biological principles is well within the scope of the general practi- 
tioner and can be of enormous assistance to every doctor in the 


treatment of various forms of illness. 


In this edition a great deal of material has been rearranged and 
brought up to date, especially in the sections dealing with etiologi- 
cal problems which are of so much importance in diagnosis and 
treatment. The opportunity has also been taken to effect a reclassi- 
fication of the schizophrenic and paranoid states with a view to 
better clinical differentiation, and to the more accurate assessment 
of the results of treatment. This book continues to be the stand- 
ard text for students, post-graduates, specialists, and general 
practitioners. 
$10.00 


745 pages Illustrated 


Order through your bookstore or from: 


OXFORD UNIVERSITY PRESS, Inc. 
114 Fifth Avenue 
New York 11 
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ATARAX 


(brand of hydroxyzine) 


brings peace of mind 


= 


WITHOUT DISTURBING MENTAL ALERTNESS 


QUICKLY~- action starts within 15 minutes. 
SAFELY ~—no significant side effects 
reported. 

INDICATIONS: For the “more normal” patient, in 
conditions where emotional stress is a factor, 
such as: tension - anxiety - neuroses - senile 
anxiety - insomnia - climacteric - peptic ulcer 


functional G.I. spasm - hypertension cardiac 
disease - anxiety, restlessness, night terror . 
and hyperactivity in children. 
DOSAGE: Adults, usually one 25 mg. tablet, or 
two teaspoonfuls Syrup, three times daily. 

Children (over 3 years), usually one 10 mg. tab- 

let, or one tsp. Syrup, once or twice daily. 

Since response varies from patient to patient, 

dosage should be adjusted accordingly. 

SUPPLIED: Tablets: Tiny 10 mg. (orange) and 

25 mg. (green), bottles of 100. Syrup: 10 mg. 

per teaspoonful, pint bottles. 


BIBLIOGRAPHY: 1. Farah, Luis: Preliminary study on the use of hydroxyzine in psy hosomatic affections, inti. Rec. of gt 
Med. and G.P. Clin. 169:379:389 (June) 1956. 2. Robinson, Harry M., Jr., et at’ Hydroxyzine (ATARAX) hydrochionde in =; 
dermatological therapy. J.A.V.A. 161:604 (june 16) 1956. 3. Shalowitz, M.: Hydroxyzine: a new therapeutic agent tor 

onnety states. Geriatrics 24:312 (July) 1956. 4. Noel, Guy: report by Neuropsyctvatric Department of the Civil 

a! of Charieroi, Dec. 19, 1955. 5. Heuyer, G., Lang, J. L. and Chevreau, J.P.: initial results obtained with ATARAX 

id psychiatry. Children’s Neuropsychiatric Service, La Salpetriere, Paris. 6. Bayart, J.. On treatment by hydroxy 

zine of nervous conditions during childhood. Presented at the International Congress of Pediatrics, Copenhagen 

CHICAGO 11, Denmark, July 22-27, 1956. : 
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The old lady 
ave him what for 


AN OLD LADY living 
near Henderson, N. Y. 
in 1859 was shocked 
at the way the four 
men had arrived—and 
said so. Such sensible- 
looking men in such 
an outlandish vehicle! 


But John Wise and 
his crew, perched up 
in a tree, were far too 
happy to listen. 
Caught by a storm, 
their aerial balloon 
had almost plunged beneath the angry waves of 
Lake Ontario. Then, after bouncing ashore, they 
had crashed wildly through a mile of tree-tops be- 
fore stopping in one. 


Now, his poise regained, Wise stood up to pro- 
claim: “Thus ends the greatest balloon voyage 
ever made.” He had come 1200 miles from St. 
Louis in 19 hours, setting a record unbroken for 
60 years. 


He had also proved his long-held theory of an 
earth-circling, west-east air current—and that was 
far more important to him. For Wise was no carni- 
val balloonist. He was a pioneer scientist of the air, 
a man whose inquiring mind and courageous spirit 
helped start the vast forward march of American 
aviation. 


In America’s ability to produce such men as 
John Wise lies the secret of her real wealth. For it 
is a wealth of human ability that makes our coun- 
try so strong. And it is this same wealth that makes 
her Savings Bonds so safe. 


168 million Americans back U.S. Savings Bonds 

back them with the best guarantee you could 
possibly have. Your principal guaranteed safe to 
any amount—your interest guaranteed sure—by the 
greatest nation on earth. [f you want real security, 
buy U.S. Savings Bonds. Get them at your bank or 
through the Payroll Savings Plan where you work. 

PART OF EVERY AMERICAN’S SAVINGS And hold on to them. 
BELONGS IN U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertisement. lt is donated hy this publication in cooperation with the Advertising Council 
and the Magazine Publishers of America. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


po. | 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with rp asi 


With Serpasil, 

patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 mi., 2.5 mg. 
Serpasil per mi. 
Multiple. dose Vials, 10 mi., 
2.5 mg. Serpasil per mi. 


Tablets, 4 mg. (scored), 2 mg. 
(scored), | mg. (scored), 


0.25 mg. (scored) and 0.1 mg. 


Elixirs, 1 mg. and 0.2 mg. 
Serpasi! per 4-ml. teaspoon. 
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SUMMIT, N. J 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence. ur work emphasizes a much wider concept of student ge | and growth than is 
conceived of in py tee education. Educating the student as a person, adjusting and maturing 
his personality a primary aim. 


V. V. Anperson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 3571 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Fraaces M. King. formerlu Director of the Seguin School 
Catherine Allen Brett, M.S. 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problems. eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 3-6494 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 Avenue or THE Americas, Room 310 Date 
New 20, New Yore 
Enclosed herewith is $ duke ee for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ; Number 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1956 issue. 
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HIGHLAND HOospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care 


R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D 
Clinical Director 


ELECTRONARCOSIS 
BIBLIOGRAPHY 


In 1950 we published a bibliography on 
electronarcosis. During subsequent years 
we offered new pages for addition and/or 
insertion, thus endeavoring to bring the 
work up-to-date, correct errors In spelling, 
ete., and add old articles not previously 
known to our researchers 
of $5.00 (less than one-half the regular rate) In March, 1957, we will publish a com 
pletely revised bibliography. The publica 


for the AMERICAN JOURNAL OF PSY- tion, as heretofore, will be bound in a 
letter-size folder, thus permitting use either 
CHIATRY has been authorized to include 


on a bookshelf, or filing in a file-cabinet 
medical students; junior and senior internes; 


Extension of the reduced subscription rate 


It will contain at least 320 articles (chron 
ologically numbered), 300 authors (alpha 
first, second, and third year residents in betically indexed, with cross-references to 
each article), and 70 abstracts (principally 
training; and graduate students in psychol foreign language articles) 

Orders are now invited at cost $1.10 
per copy for standard binding; $1.60 per 
cial work. copy for the flat-opening binding. A copy 
will be furnished without charge, upon a 
letterhead request to medical libraries 
and to doctors currently using an Elee 
issue with which subscription is to start. tronicraft instrument. Every request for 
a free copy must be accompanied by 
25 cents for mailing cost 


ogy, psychiatric nursing, and psychiatric so- 


In placing your order, please indicate 


Send subscriptions to: 


THE AMERICAN JOURNAL OF Electronicraft Company 


PSYCHIATRY 410 Douglas Building, 

257 South Spring Street, 

Los Angeles 12, California. 
_N Tel.: MAdison 5-1693 - 5-1694 


1270 Avenue or THE Americas 
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esthrook Sanatorium 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D... President 
REX BLANKINSHIP, M.D., Medical Director 


JOUN KR. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational SMOMAS COATES, 
JAMES kK. HALL, JR., M.D., Associate 


; CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. 


and recreational therapy — for nervous 


K. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALexaNpver Gratnic«, M.D. F.A.P.A., Director 


Chief Consultants Associate Consultants 
Steruen P. Jewerr, M.D Fox, M.D 
Wittiam V. Sicverserc, M.D, F.A.PLA L. Crovis Hirninc, M.D. 


Assistant Medical Director Clinical Director Director of Research 
J. Wittsam Sitvenserc, MD. Mervyn Scuacut, F.A PLA Srerpuen W. Kempster, M.D 


Resident Psychiatrists 
Junius Atkins, M.D Frank G. D'Evta, M.D Jerome Duckman, M.D Enrique Martinez, M.D 


Psychologists 
Mitprep SuHerwoop Lerner, M.A Leatrice Styrat ScHacut, M.A. 


Consultants 
H. Giss, M.D., FACS Frank J. Massucco, M.D., J. Ropman, M.D., F.C.C.P 
Gynecology F.A.C.S Internal Medicine 
Surgery 


Natuanier. J. Scuwanrtrz, M.D., Irvine J. Gratnic«, D.DS. 
PA.C.P. Dentistry 
Internal Medicine 
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HALL-BROOKE 
An Aelive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 

Alfred Berl, M.D. Peter P. Barbara, Ph.D. 

Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


suns mn . @ Modern Treatment Facilities @ Psychotherapy Em- 
 phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
g pp g 
1) | Florida’s Sunny West Coast. 
_ Rates Include All Services and Accommodations 
neater 7 Brochure and Rates Available to Doctors and Institutions 
A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D 
ssoc. Medical 1 ecto 

EMOTIONAL READJUSTMENT Hi WELLBORN, MD 


PETER J. SPOTO, M.D wale SS, JR., M.D 
ARTURO G. GONZA ) 
‘AMUEL G. WARSON, M.D. ROGER M.D 
ON THE GULF OF MEXICO ? WALTER H. BAILEY, MD 
pres Phone: Victor 2-1811 
XX XIII 


SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


GEORGETOWN, MASS. 
Fleetwood 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 
Harry C. Sotomon, M. D. Georce M. ScHLomMemr, M. D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DonngeLL, M. D. Georce E. Scort, M.D. 
Tuomas J. Hurzey, M. D. Ropert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Hl. E. Andren, M. D. 
Medical Director Member of N. A. P. P. H. 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


A Fully Accredited Institution in the Los Angeles Area 


Max Hayman, M.D 


Clinical Director 


G. Creswectt Burns, M.D. Heten Ristow Burns, M.D 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M.D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 
A private hospital devoted to the individual care of psychiatric patients 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 


service is maintained, 
Members of the medical profession are invited to visit the hospital and inspect the 
available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Woire, M.D. S. Green, M.D GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 
A_ psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-9441 
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OCEANSIDE GARDENS SANITARIUM, INC. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOUCK, M.D., F.A.P.A. IRMA K. CRONHEIM, M.D... A.P.A 
*hysiciarin- Charge Supervising Psychiatrist 

HANS w. FREYMUTH, M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P.A 
Clinical Director Associate Psychiatrist in Psychotherapy 


LUDWIG LEWIN, Px_D. 
Administrative Director 


24 Harold Street Oc EANSIDE, L. I.. NEW YORK ROckville Centre 6-4348 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 


On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 


Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Pull resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M.D., Director Cuarces E. Wuire, M.D., Assistant Director 
Artinglon Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York — AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 
Clilestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuois, M.D. G. Pautine R.N. Herpert A. SInLer, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: j. Nat. M. A. 46:245 (July) 1954, 
“Antabuse” brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, 
bottles of 50 and 1,000. 


Complete information available on request 


@- Laboratories © New York, N. Y. © Montreal, Canada 
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DEVEREUX 
5 E R V E S “Devereux Serves—Round the 


Clock—Through the Year.” 
This is the title of a 32-page 
brochure recently published by 
the Devereux Foundation. 

The Foundation’s purpose is 
to provide professional men and 
women with a booklet that can 
be placed in the hands of 
troubled parents. In picture 
and copy it tells parents about 
the home-school units at Dever- 
eux — semi-autonomous units, 
with pupils grouped by age and 
educational need. It shows pic- 
tures of children living and 
learning in the Therapeutic 
Schools, Vocational Communi- 
ties, and Remedial Camps. By 
presenting photographs of staff 
members and students of differ- 
ing ages it attempts to assist 
the referral agency—the gen- 
eral practitioner, pediatrician, 
psychiatrist, consulting psychol- 
ogist—who wishes to ease the 
transfer of the child from home 
to residential school. A copy of 
Devereux Serves will be sent 
on request, 


Professional inquiries should be addressed to John M. Barclay, Director of 
Development, or Charles J. Fowler, Registrar, Devereux Schools, Devon, 
Pennsylvania. For the western states, address Joseph F. Smith, Superinten- 
dent, or Keith A. Seaton, Registrar, Devereux Schools, Santa Barbara, Cali- 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Professional Associate Directors 
ROBERT |. BRIGDEN, Ph.D. EDWARD |. FRENCH, Ph.D. 
MICHAEL B. DUNN, Ph.D. J. CUPFORD SCOTT, MOD. 


Santa Barbara, California Devon, Pennsylvania 
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